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Tace...the oral, fat-stored estrogen. 
released gradually for your menopause 
patient, gives smooth, long-lasting 
control of symptoms.’ There is minimal 
withdrawal bleeding which makes 
possible a smoother adjustment to 
the menopause’ with a short, simple 
course of oral treatment. By virtue of its 
storage in body fat.’ Tace simulates 
the hormonal secretion of an endocrine 
gland. Restores the “sense of belonging” 


to your Menopause patients. ... 





Dose: 2 caps. daily for 30 days/1. M of the M : J.A.M.A 7:566 (June 18) 1955. 2. Woodhull, 
R.B.: Ob. Gyn. 3:201-3 (Feb.) 1954. 3. Greenblatt, R.B., and Brown, N.H.: Am. J. Ob. Gyn. 6:1361-63(June)1952. 


THE WM. S. MERRELL COMPANY * NEW YORK, CINCINNATI, ST. THOMAS, ONTARIO 

















“Smoothage-Bulk” 


METAMUCIL’ IN BOWEL MANAGEMENT. 


Restores Normal Peristalsis 


The gentle distention of the bowel wall 
provided by Metamucil® is physiologically 
corrective in constipation management. 


Normal peristaltic movements of the bowel 
depend on the consistency and quantity of 
the material within the lumen. In constipa- 
tion, hypohydration accounts for the hard 
consistency and inadequate quantity of the 
fecal mass. With Metamucil, stool quality 
becomes soft and plastic, while stool quantity 
is increased to produce gentle distention, the 
natural stimulus to peristalsis. 

Metamucil is the highly refined mucilloid 
of the Plantago ovata (50%), a seed of the 


psyllium group, combined with dextrose 
(50%) as a dispersing agent. 

The usual adult dose is one rounded tea- 
spoonful of Metamucil powder in a glass of 
cool water, milk or fruit juice one to three 
times daily. An additional glass of liquid may 
be taken if indicated. 

Metamucil is supplied in containers of 1, 
¥Y2 and % pound. 

G. D. Searle & Co., Research in the Serv- 
ice of Medicine. 





TYPES OF MOVEMENT WITHIN THE BOWEL 





Food Breakdown Pyloric Dilation Duodenal Churning Spiral Propulsion Rapid: Slow Peristalsis 





Kneading Action Pendulous Movement Vili Mixing lleocecal Dilation 
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Watch for... 








Altepose. 


keeps her appetite—and weight—under control 


It’s much easier for your overweight patient to pass 
up rich food—when she’s taking ALTEPOSE. For 
ALTEPOSE contains 3 important ingredients which 
help overweights stay on their reducing diets. 


1. Propadrine® controls the patient’s craving for 
food—yet causes less central stimulation than does 
either ephedrine or amphetamine. 

2. Thyroid helps release tissue-bound water—thus 
brings about weight-loss early in the dieting period. 


3. Delvinal® relieves the irritability so often asso- 





ciated with rigid diets. Patients feel happier. 


Each ALTEPOSsE Tablet contains 50 mg. ‘Propadrine’ 
HCl, 40 mg. thyroid and 25 mg. ‘Delvinal.’ 





Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 
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MEMO FROM THE PUBLISHER 


Tue Acapemy’s MicuiGAn CuapTer sent notice to members of 
the senior class at the University of Michigan Medical School in 
Ann Arbor a few months ago that it would pay half the cost for 
each of their yearly subscriptions to GP. A third of the class, 64 
members, responded by subscribing. Previously, chapter mem- 
bers had addressed many of these students and had answered 
some of their questions about general practice. 

**T believe the Michigan Academy is going to duplicate the 
offer to the senior class at Wayne University Medical School,” 
said AAGP President-Elect John S. DeTar. “I think this interest 
in general practice evidenced by a senior class could well be an 
example for every state to follow.” 

The Academy and GP are proud of the 64 new subscribers 
from Michigan University and are gratified that the Michigan 
Chapter has demonstrated this measure of initiative and enthu- 
siasm. The chapter has taken concrete and far-sighted action 
that, as Dr. DeTar suggests, might well be emulated by other 
state chapters. 

According to GP’s circulation department, the percentage of 
subscriptions from medical students already has exhibited a 
steady growth. As of August 24, 1955, medical student sub- 
scribers numbered 487, or 15.75 per cent, of the total non- 
member circulation of 3,093. Just imagine how those figures 
would swell if each state chapter would follow the example of 
the Michigan Academy! 

Such results, of course, do not just happen. Doctors, or any 
other group wanting to gain prestige or stature, first must reach 
the groups within the public which are most likely to translate 
ideas into action. Otherwise, they will be wasting much time and 
hard work in their efforts to improve their situation. 

True, there has been a dramatic renewal of interest in family 
practice in recent years, on the part of both physicians and the 
general public, but this apparently is not true of medical stu- 
dents in general. A survey of more than 1,000 fourth-year stu- 
dents in the nation’s medical schools, reported in Medical Eco- 
nomics’ July, 1954 issue, indicated that about three out of five 
intended to go into a specialty. 

Most of the students who planned to specialize wanted to 
practice “better medicine” than they believed would be possible 
in general practice. Some expressed a frank preference for 
“shorter hours” or “more orderly existence.” 

Remembering the tired (but true) old saw that the future of 
our country lies in the hands of its youth, we hope that other 
state chapters will adopt positive action similar to Michigan’s. 
And meanwhile, if you personally know a lad who'd benefit from 
reading GP, why not make him a gift of a year’s subscription? 
You’ll find an advertisement on page 219 of this issue that will 
tell you just how to do it. —M.F.C. 
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FOUR SULFAS FOR GREATER CERTAINTY 


safety « rapid action e broadest antibacterial spectrum 


DELTAMIDE:’ 


THE PREFERRED QUADRI-SULFA MIXTURE 


Deltamide combines four sulfas for a better therapeutic effect 
and remarkable freedom from toxicity. Deltamide assures: 

@ effective blood levels in most patients within an hour 

© increased solubility in the urine © low incidence of sensitization 


®@ broadest spectrum of antibacterial activity 








Each Deltamide tablet or 5 cc. teaspoonful Tablets: 

of good-tasting suspensi pplies: Bottles of 100 and 1000. 
Sulfadiazine......................0.167 Gm. 

Ns oc cican whoa see 0.167 Gm. 
Sulfamethazine..................0.056 Gm. Suspension: 
Sulfacetamide.................0% 0.111 Gm. 4 and 16 oz. bottles. 


WHEN THE SITUATION CALLS FOR SULFONAMIDES WITH PENICILLIN— 


prescrise LDIMXL/TAMIDE w/penicillin 


Each tablet or 5 cc. of the suspension also contains 
250,000 units of potassium penicillin G. 


A THE ARMOUR LABORATORIES 
A DIVISION CF ARMOUR & COMPANY « KANKAKEE, ILLINOIS 
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SECRETARY'S NEWSLETTER 


FEBRUARY, 1956 





Significant Events 


Academy Opposes 
Disability Benefits 


Ultimate Cost 
Is Unknown 


Eisenhower Message 
Emphasizes Research 


>» Two Academy representatives launched organized medicine's 
opposition to HR 7225 at Senate Finance Committee hearings 
which started February 9. First to testify against the ex- 
plosive social security amendments bill which provides OASI 
cash disability benefits were Cyrus W. Anderson, chairman 
of the Commission on Legislation and Public Policy, and R. 
B. Robins, a former Academy president. The Academy's 
executive secretary attended as counsel. 

Postponed hearings, originally scheduled for January 23, 
should start shortly before this issue of GP is mailed. in 
addition to Academy spokesmen, Drs. F. J. L. Blasingame and 
David B. Allman will appear for the AMA. The American 
Academy of Orthopedic Surgeons, whose members have had long 
experience with the difficult task of evaluating degrees of 
disability, will also send representatives. 











> HR 7225 would award full OASI benefits to totally and 
ermanently disabled participants who have reached age 50. 
One defect lies in the total cost of such a program. While 
certainly astronomical, it's currently unknown. 

Too many unanswered questions prompt the growing demand 
for a searching study of the rapidly expanding social secu- 
rit rogram. interested citizens want to know why more 
than 95 per cent of the highly-touted, $21 billion OASI 
Trust Fund is in the form of government IOU's and when and 
where the welfare merry-go-round will stop. 

Here's what happens to each social security dollar: (1) 
The Treasury Department collects it; (2) Congress votes it 
into the OASI Trust Fund; (3) The government "borrows" $.95 
to meet "current operating expenses;" and (4) Taxes are 
levied to make interest payments on the "loan." This fuzzy 
fiscal arrangement continues to baffle many people. 

Disability determination has never been an easy assign— 
ment. At present, disability certifications sathorined by 


the 1954 "freeze" provision are a year behind schedule. 

















> Organized medicine breathed a sigh of relief as Congres— 
sional clerks read the last sentence of the President's 
January 26 health message. Missing was a reinsurance plea 
and executive approval of legislation authorizing OASI cash 
disability benefits. Instead, Eisenhower asked for plans 
(1) permitting private insurance companies to pool health 
insurance risks and (2) enabling the federal government to 
match state and local funds earmarked for medical care of 
dependent children and the indigent aged, blind, and perma- 
nently and totally disabled. 

Other requests include $126.5 million for basic medical 
research and expanded training facilities and $30 million 
for an 18-month extension of the soon-to-expire Salk polio 
vaccine program. Pointing out that the government wants to 
provide assistance without interfering in local, personal, 
and state responsibilities, the President said the approach 
should emulate "a characteristically American partnership 
. » « in which private and government enterprise are joined 
to advance the national welfare." 





Defense Department 
Outlines New Plan 


Free Services 
to 15 Million 


Members to Serve 
on AMA Committee 





The same day, at a news conference, HEW Secretary Folsom 
said he opposed parts of the House—passed sociai security 
amendments bill. He said the administration has not yet 
reached a decision on the bill's two principal features 
providing OASI cash disability benefits and lowering the 
retirement age for women from 65 to 62. 








> Claiming that 40 per cent or 2.5 million dependents of 
military personnel are being denied "traditional" medical 
care, the Defense Department has announced its third version 
of a comprehensive program which it hopes to ram through 

the second session of the 84th Congress. Introduced on open- 
ing day by Chairman Carl Vinson (D-Ga.) of the House Armed 
Services Committee, the plan sets up a new system of civil- 
ian medical care and would cost $146 million. This amount 
would be shared by the government through group insurance 
contributions. 

Medical care under HR 7994 would include diagnosis, treat-— 
ment of acute medical and surgical conditions and contagious 
diseases, immunization, and maternity and infant care. 
Service families could choose between care in military med- 
ical facilities or private insurance plans with the govern- 
ment paying 30 per cent of the basic cost. Unlike an earlier 
Defense Department version, HR 7994 does not provide "home- 
town care" for dependents. 






































> Currently, Army and Air Force dependents receive free 
medical care when it is "available." Care of naval depend- 
ents is limited to "acute medical and surgical conditions." 
However, during the last fiscal year, military dependents 
occupied a daily average of 7,682 hospital beds, outpatient 
treatments totaled more than 15 million, and 200,000 babies 
were delivered. 

The plan lists eligible dependents as wives, children 
under 21, parents and parent—in—law who rely on service men 
for more than half of their support and for whom all cover-— 
age costs must be paid, and widows and children of deceased 
personnel. 

Two alternate plans have been suggested by the Life In- 
surance Association of America. The first would provide full 
hospital and surgical benefits at VA fees with a $100 de- 
ductible medical coverage provision and 25 per cent coin- 
surance. The second provides for a $75 deductible hospital 
and surgical plan and a $50 deductible medical care plan 
with 25 per cent coinsurance applying up to $7,500 per de- 
pendent per year and $15,000 per dependent for life. Deduc- 
tible portions are based on the amount per year per de- 
pendent. 



























































> Three Academy members in the AMA House of Delegates have 
agreed to serve on a special five-man standing committee 
assigned to study the relative values of medical fees and 
surgical fees. They are Drs. Lester D. Bibler, Indianapolis, 
Ind.; R. B. Robins, Camden, Ark.; and Elmer G. Shelley, 
North East, Pa. Dr. W. Andrew Bunten, Cheyenne, Wyo., will 
also be on the committee. The fifth appointee has not yet 
accepted. 

The committee is also to stimulate the formation of gen- 
eral practice departments in medical school and "discourage 
any arbitrary discrimination by hospitals against general 
practitioners as a group or as individuals." 


















































PLAN NOW TO ATTEND THE ACADEMY'S EIGHTH ANNUAL SCIENTIFIC 
ASSEMBLY, MARCH 19-22, 1956, ARMORY, WASHINGTON, D.C. A 
HOTEL RESERVATION FORM APPEARS ON PAGE 167 OF THIS ISSUE. 
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portable 







The new Steraject_ 


i 


available in seconds 





for home, office & hospital use 


with one-piece cartridge-sterile needle assembly 


provides a wide 
choice of 


antibiotic therapy 


Penicillin G Procaine Crystalline 
in Aqueous Suspension 
300,000 units: 600,000 and 
1,000,000 units 


Permapen® Aqueous Suspension 


600,000 units benzathine penicillin G 


Permapen Fortified Aqueous Suspension 
300,000.units benzathine penicillin G 
plus 300,000 units penicillin G procaine 


Streptomycin Sulfate Solution 


l gram 


Dihydrostreptomycin Sulfate Solution 


l gram 


Combiotic” Aqueous Suspension 
100,000 units penicillin G procaine 


and 0.5 gram dihydrostreptomyein sulfate 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Prize r & Ga. Inc. 
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Ophthalmology: Francis H. Adler, m.p., Philadelphia, Pa.; Law- 
rence T. Post, m.p., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., Saint Louis, 
Mo.; Paul W. Greeley, m.p., Chicago, Ill.; V. H. Kazanjian, 
M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, m.p., Chicago, IIl.; 
Ralph K. Ghormley, m.p., Rochester, Minn. 


Otolaryngology: Dean M. Lierle, m.p., Iowa City, lowa 


Pediatrics: Harry Bakwin, m.p., New York, N.Y.; Frederic G. 
Burke, m.p., Washington, D.C.; Katharine Dodd, m.p., Little 
Rock, Ark.; Archibald L. Hoyne, m.p., Chicago, Ill.; Irvine 
McQuarrie, M.D., Minneapolis, Minn.; James L. Wilson, M.p., 
Ann Arbor, Mich. 


Preventive Medicine, Public Health and Statistics: Herman E. 
Hilleboe, m.p., Albany, N.Y.; Edward G. McGavran, M.D., 
Chapel Hill, N.C. 


Psychiatry and Neurology: O. Spurgeon English, M.p., Phila- 
delphia, Pa.; William C. Menninger, m.p., Topeka, Kan.; 
Ian Stevenson, M.D., New Orleans, La.; Edward A. Strecker, 
M.D., Philadelphia, Pa.; Harold Wolff, m.p., Oklahoma City, 
Okla. 


Radiology: Ross Golden, m.p., New York, N.Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.p., Phila- 
delphia, Pa. 


Rheumatic Disorders and Arthritis: W. Paul Holbrook, m.p., Tuc- 
son, Ariz.; John H. Talbott, m.p., Buffalo, N.Y. 


Tropical Medicine: William A. Sodeman, M.p., Columbia, Mo. 


Urology: J. A. Campbell Colston, u.p., Baltimore, Md.; Charles 
D. Creevy, M.D., Minneapolis, Minn. 
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This Month's Authors 

















James L. Doenges, M.D. presents arguments against physician participation 
in the federal social security program in his article, ‘Socialized Social Security.” 
Dr. Doenges is president of the Association of American Physicians and Sur- 
geons, a director of the American Progress Foundation, a founder and director 
of the American Guard. In behalf of the latter bi-partisan, good government 
group, Dr. Doenges has made many public talks. Dr. Doenges practices medicine 
in Anderson, Ind., served three years as chief surgeon of the Firestone Plantation 


Company in Liberia. 


Marc H. Hollender, M.D. has edited all the articles produced for GP by the 
Somatopsychic Conference of the University of Illinois College of Medicine, of 
which “The Colostomy Patient” in this issue is the fifth. Dr. Hollender is 
associate professor of psychiatry at that institution (his alma mater) and liaison 
chief for the Psychiatry Department. He also has a private psychiatric practice 
in Chicago, is a staff member of the Institute for Psychoanalysis. A native 
Chicagoan, Dr. Hollender took his residency at Illinois Neuropsychiatric Insti- 
tute, is as adept with the pen as the blue pencil, producing articles and 
chapters for various medical books. 





Senator Hubert H. Humphrey of Minnesota authored the article, “The 
Doctor and Social Security.” Young (45) Senator Humphrey, a seven-year veter- 
an of United States Senate service, has been a leading spokesman for progressive 
social and economic legislation, an active advocate of international cooperation, 
and a supporter of independent business. Senator Humphrey is presently serving 
on the powerful Senate Committee on Foreign Relations, and, as a member of the 
Committee on Government Operations, was acting chairman of the Subcommittee 
on Government Reorganization which held hearings on the government’s security 
program. 





Harold Jacobziner, M.D. holds the important post of assistant commissioner 
for maternal and child health services of the New York City Department of 
Health. Dr. Jacobziner was assisted by two departmental colleagues, Patricia I. 
Heely and Herbert Rich, in producing the article, ‘Accident Fatality Follow-up 
Study in Children Under Six.” Dr. Jacobziner is also associate pediatrician at 
University Hospital-Bellevue Medical Center, associate professor in clinical pe- 
diatrics at New York University, and visiting lecturer on maternal and child 
health at Harvard University School of Public Health. He has written widely in 
the fields of pediatrics, preventive medicine and public health. 





Robert E. Nye, Jr., M.D. now instructor in medicine at the University of 
Rochester School of Medicine and Dentistry, received his medical training at that 
institution and took subsequent training both in this country and abroad. Dr. 
Nye, a native of Cincinnati and a graduate of Ohio University, spent two years 
in England, first at the Post-Graduate Medical School of London, later as house 
physician at London’s Hammersmith Hospital. The author of “The Treatment 
of Chronic Pulmonary Disease” has collaborated extensively with Rochester 
colleagues to produce articles on cardiac, pulmonary and vascular abnormalities. 
Dr. Nye is a member of the American Heart Association. 
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A PARTIAL LIST OF INDICATIONS 


FOR MYSTECLIN 


It is impossible to predict with certainty in 
which patients clinical moniliasis may develop 
as a result of broad spectrum antibiotic 
therapy. However, the added protection afforded 
by Mysteclin against monilial superinfection 





is especially important in patients who are 
debilitated, elderly, or diabetic, or when 
Fyahelelie)diom aal-ie-]9) Mallet) @el-mela-tlealele 

in high dosage or for prolonged periods. It 
is also important in infants (particularly 
prematures), as well as in patients for whom 
concomitant cortisone or related steroid 
therapy is prescribed, or in subjects 

isle marchGcmmelca'2-1(6) 01-16 Me: Maalelallit-lmmerelaale)iler-helela! 
on previous broad spectrum therapy 


Mysteclin is particularly useful in women, 
inasmuch as they not infrequently 
develop vulvovaginal moniliasis after 
treatment with ordinary broad spectrum 
antibiotics; this is especially common in 


women who are pregnant or diabetic 





The most successful 
antibiotic in the most 
appealing form 


PENICILLIN 


**,..in the spectrum of infectious diseases 

responding to antibiotic therapy...71.8 per 

cent...are most successfully treated with 

penicillin. Only 7.4 per cent require the 

| broad-spectrum antibiotics.” 


—Krantz, J. C.: 
Pennsylvania M. J., §8:383 (April) 1955. 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Stroke “‘a Catch-all Term” 


Dear Dr. Hussey: 

I sincerely hope that your excellent editorial of August, 
1955 on the diagnosis of “‘strokes” can be brought to the 
attention of as many teachers of neurology as possible. Is it 
not likely that the pride of the family doctor in his acumen 
as a cardiologist stems from medical school teaching that 
gave him confidence in his ability to master the subject? 

Too often past teachers of neurology have displayed their 
own erudition in neurologic diagnosis without at the same 
time conveying to the student the feasibility of mastering a 
sufficiency of the subject matter to permit accurate bedside 
evaluations in many patients. Thus in his student days a 
physician may have acquired the mistaken notion that 
knowledge of neurology is an all-or-none proposition. 

Actually the same shades of knowledge exist for neu- 
rology as are true for any other diagnostic specialty ; and it 
is fortunate, indeed, that present-day teachers are oriented 
toward the goal of having each student understand the 
fundamentals, rather than fostering discouragement for the 
many and erudition for the few. 

Reference to morbidity and mortality statistics further 
emphasizes the appropriateness of the editorial. A manual 
issued in July, 1955 by the National Health Education 
Committee indicates that in 1953, 171,410 people in the 
United States died of vascular lesions of the nervous sys- 
tem, and that such lesions constitute the second leading 
cause of death among the cardiovascular-renal diseases. 

A quick quote on “‘stroke” from this manual is pertinent. 
“This is a catch-all term used by many people, including 
doctors, to describe any of the cerebral vascular accidents, 
and it is hoped that better understanding of these disorders 
will lead to correct and exact diagnoses rather than the use 
of a too-general, and therefore ambiguous, term as stroke.” 

Upon the differentiation between basilar and cerebral 
vascular lesions, and between hemorrhage and thrombosis 
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may depend important decisions concerning treatment such 
as when the anticoagulant drugs mentioned in the editorial 
are advisable and when contraindicated. Furthermore, cere- 
bral aneurysms and subdural hematomas may occasionally 
be mislabeled as “strokes,” and both offer the prospect of 
very successful surgical treatment. For these and for many 
other reasons it is imperative that we try to broaden the 
base of accurate neurologic diagnosis as widely as possible, 
not only as related to “‘strokes,”’ but also in headache, verti- 
go, epilepsy, and degenerative, metabolic and inflammatory 
conditions. 

As a prelude to its April, 1956 meeting in St. Louis, the 
American Academy of Neurology Special Courses Com- 
mittee is offering for the first time a course in ‘common 
neurological syndromes” at the practitioner level. This 
course is designed primarily to establish common thinking 
between neurologists and family doctors about treatment, 
referrals, emergency handling, etc. It will have an outstand- 
ing faculty and will be given at the Jefferson Hotel on 
April 25. If successful it will likely be repeated at subse- 
quent annual meetings in other parts of the country. 

The enrollment fee for Common Neurological Syndromes 
is $10 and application for membership should be directed 
to Mrs. J. C. McKinley, executive secretary, American 
Academy of Neurology, 3501 East 54th Street, Minneapo- 
lis 17, Minn. The fee should accompany the application. 
Refund of fees, for those who later discover they cannot 
attend, is possible up to April 1, 1956. To provide adequate 
seating and acoustic facilities, it is necessary to know the 
number that will attend. 

James L. O’Lzary, M.D. 
Professor of Neurology 
Washington University School of Medicine 
St. Louis, Mo. 


An editorial commenting on Dr. O’Leary’s letter will be 
found on page 73 of this isswe—Menicat Eprror 
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Eponyms a Nuisance 


Dear Sir: 

The continued use of proper names for a vast variety of 
treatments, signs, anatomic landmarks, surgical techniques 
and procedures is exceedingly confusing, and makes it diffi- 
cult to understand an essayist’s paper, especially if one does 
not have available a very large and thoroughly cross-indexed 
medical library. 

What is a Valsalva maneuver? (“Spontaneous Pneumo- 
thorax,” p. 67, November GP.) 

C. A. Cooper, M.D. 
Stambaugh, Michigan 


Eponyms ar& a nuisance. The Valsalva maneuver is per- 
formed when a patient attempts forcibly to exhale while his 
glottis is closed. It is a kind of “bearing down.’’—MeEpicat 
Eprror 


Distinguished Contributor 


Dear Sir: 

It was a distinct pleasure and privilege for the National 
Society for Crippled Children and Adults to have Dr. Fow- 
ler, your Academy’s president, appear on the program of 
our recent annual convention. Dr. Fowler made a distin- 
guished contribution to the general session on the second 


day of the convention, and his remarks on the role of th: 
general practitioner in recognizing crippling condition. 
were most effective in relating the importance of a clos: 
association of members of the Academy with the work of 
our society. 

We are indebted to the Academy for making it possible 
for Dr. Fowler to be with us, and most appreciative of the 
strong continuing interest which the Academy demonstrates 
in the work of the societies for the crippled. 

LawRENCcE J. Linck 

Executive Director 
The National Society for Crippled Children and Adults 
Chicago, Il. 


Korean Bill Frustration 


Dear Sir: 

Perhaps the deficiencies that I am about to describe in 
the management of the Korean GI Bill have already been 
brought to your attention, but they have angered me so 
much that I wish to point them out again. 

I was discharged from the Army in June, 1955 after hav- 
ing spent 16 months in Korea during my two-year tour. | 
started taking a course in cardiology this fall. I assumed 
that the Korean GI Bill entitled me to the benefit of this 
postgraduate education and so applied to the VA. 

In answering the question, “What is your reason for 
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taking this work?”’, I stated that I wanted to broaden my 
knowledge of general medicine and thus further my ability 
to practice medicine. 

A month later I received a memo saying that the reason 
was inadequate and that I must state a goal. Somewhat an- 
noyed, I replied that I thought the reason was more than 
adequate and restated it. A month later I again received a 
letter rejecting the application on that basis. I must have a 
specific goal in mind, said the VA. So in desperation (the 
course was half over by this time) I stated that I was trying 
to meet the requirements for the American Board of Inter- 
nal Medicine, thinking a little white lie might smooth the 
way. A month or so later, I had another letter, which read 
in part: “In order that action may be taken on your appli- 
cation for training under Public Law 550, it is necessary for 
you to obtain a statement from the Specialty Board of the 
American Board of Internal Medicine certifying your spe- 
cific requirements as to the training required to obtain your 
objective, etc.” 

By this time, my blood pressure was over the manometer 
so I called the regional office in New York City and re- 


ceived the following information. Nothing except a goal of 


attaining specialty board standing is sufficient reason for 
receiving benefits under the Korean Bill. As a soporific they 
will allow you to take two courses without any more specific 
reason than wanting to be a good doctor, but, if you do, 


you lose all other education benefits. 








At Ft. Sam Houston, in our basic training, the praises of 
the MOS 3100 (general practitioner) were sung high and in 
fact most of us were sent to Korea because we were the 
backbone of the Army Medical Service. But as veterans, we 
are not entitled to the benefits of the GI Bill for education 
unless we want to become specialists or unless we want to 
sacrifice our rights to all benefits by taking one or two 
courses (a couple of hundred dollars) and stay general 
practitioners. 

[ would be interested in knowing if any other doctors 
have run into this difficulty and whether there is any way 
that this can be brought to the attention of the policy mak- 
ers in the education section of the Veterans Administration. 

Ropert T. WALLACH, M.D. 
New Rochelle, N.Y. 


Pocket-sized “‘Facts of Life’’ 


Dear Sir: 

I have been recommending for years the book, The Stork 
Didn’t Bring You, by Lois Pemberton which came to my 
attention in the course of my general practice. The response 
to the book has been enthusiastic among my patients, par- 
ents and teen agers alike. 

I have been much impressed by the dignified manner de- 
void of undue moralizing and technical detail with which this 
book on sex education has been handled. It goes one step 
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further in expressing a healthy philosophy of living for the 
teen ager suffering from growing pains in a topsy-turvy ciy- 
ilization. 


The simple informal language in which it is couched is 
matched by the directness and frankness of the author’s a))- 
proach to the numerous problems of sex hygiene and the 
basic one of conception. There are chapters on anatomy, 
menstruation, nocturnal emission, masturbation, dating and 
feminine hygiene. 

I hope other physicians will become acquainted with this 
pocket-sized book which has proved to be of great value in 
my practice. 

ArTHUR D. ZAMPELLA, M.D. 
Jersey City, N. J. 


Burden of Proof 


Dear Sir: 

Dr. Frank Denton’s letter in the September GP gave me 
the incentive to write you. Dr. Denton discusses why gen- 
eral practitioners should take examinations to prove their 
ability and mature judgment. Starting from here, having 
been in a position to observe many general practitioners for 
the last 30 years, I find that most general men have their 
favorite lines in which they become very experienced, 
whereas in other fields they frequently either refer patients 
or handle them with the help of consultants. 

The first field I would like to point out is general sur- 
gery: The general practitioner surgeon is performing a 
large percentage of al! operations in the United States. Very 
often he has acquired excellent technique and has, within 
his limitations, gained considerable experience. He follows 
the literature and takes postgraduate courses to widen his 
scope and improve his knowledge. However, when asked by 
patients or colleagues what special boards or society mem- 
berships he is holding, he is mostly at a complete and total 
loss; all he can do is refer to his training and results for 
proof of his ability. 

Admittedly, his scope is more limited than that of some 
doctors who confine their activities to surgery, but his sense 
of responsibility toward the patient and patient’s family, 
make him a very safe surgeon who will never jeopardize the 
end result for selfish reasons. 

In order to help him get proper credit, he should be 
allowed to take an examination as a general practitioner- 
surgeon. This should in no way be in competition to the 
American Board of Surgery, or an easy way out for the sur- 
geon who does poor or unindicated procedures. What the 
scope of this examination should be, and when a doctor 
would be admitted to take it, could be determined by a 
panel of general practitioner-surgeons in practice and a 
group of open-minded specialists. 

Emergency surgery and work in the accident room, with 
the inclusion of fractures, would be number one on my list. 
Next would come abdominal surgery of which the candidate 
should be sufficiently informed to handle any likely condi- 
tion. Though performing surgery, the general practitioner- 
surgeon will be interested in total patient care, thereby tak- 
ing full responsibility of his case, an outlook somewhat dif- 
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ferent from that of the specialist surgeon, who has a wider 
surgical scope, but who by necessity will have to call on 
numerous consultants as his experience is limited to only 
one field. 

The main difference between the general practitioner- 
surgeon and the American board surgeon would be that the 
general practitioner-surgeon will have to prove his ability 
and mature judgment without being restricted by narrow 
boundaries to any one particular field of medicine. His con- 
science will be his guide to know how far he can go in sur- 
gery or any other field. Doctors that are not fully prepared 
could be given help and advice in order to make them eligi- 
ble, thereby raising their professional standards. A similar 
examination could be put into effect for obstetrics as most 
babies are still delivered by general practitioners. 

In conclusion, I would like to say that the American 
Academy of General Practice is a splendid institution to 
foster higher standards in the field of general practice. To 
have a group of examinations in different fields available to 
prove ability without confining a physician to a limited field, 
could give great incentive to concentrated studies and con- 
certed efforts. Many problems will have to be overcome and 
numerous prejudices against the general practitioner will 
have to be broken down. On the other hand, proof of special 
experience by examinations will help his standing with the 
general public as well as with the medical fraternity. 

L. BRINGS, M.D. 
Cumberland, Md. 


“O Sole Mio” 
Dear Sir: 


I had a letter this morning from Italy from a young med- 
ical student, to whom I’ve been sending GP for two years. 

One part of his letter is as follows: “My issues of GP are 
becoming quite dog-eared, as a result of being passed among 
my friends here. Everyone is as enthusiastic about it as Iam, 
and all agree that it is an excellent journal. One of the surgery 
professors at the university borrowed a copy containing an 
article on hirsutism, which he utilized in connection with a 
paper he was presenting in one of the conferences in Rome.” 

I thought you would like to know the impression GP is 
making among medical students abroad. 

Cures L. FARRELL, M.D. 

Pawtucket, R. I. 


OASI Battle Still Wages 
Dear Sir: 


I am enclosing herewith some material that we have used 
for direct mailing to doctors here in Ohio. It has appeared 
in the Bulletin of the Columbus Academy of Medicine rela- 
tive to the inclusion of doctors in social security. It seems 
to me that this is a matter of the utmost importance to the 
medical profession from the standpoint of socializing the 
profession, and I think it is a great pity that more medical 
organizations have not seen fit to take an editorial stand 
against it. 

In any case I hope that you will read this material care- 
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fully and thoughtfully. I don’t see how the medical profes- 
sion can possibly or conceivably argue for inclusion, volun- 
tary or otherwise, in a system of socialized insurance and 
continue to resist socialized medicine. 

A recent poll here in Ohio had only 60 per cent of the 
ballots returned, and I am sure that you are already familiar 
with the results of this poll. Twenty-five hundred doctors 
indicated that they were completely opposed to socialized 
insurance or social security. Approximately 2,500 others 
indicated that they thought it would be all right on a vol- 
untary basts, and approximately 370 thought that doctors 
should be included on a compulsory basis. 

I think we can probably assume with considerable safety 
that most of these who voted for compulsory social insur- 
ance are probably corporation employees and the like who 
are already included and who would like to see their non- 
salaried colleagues put in the same boat. It seems to me that 
the 2,500 who voted for inclusion on a voluntary basis have 
in effect said, that they think socialized medicine would be 
acceptable providing no one was compelled to go to a 
government doctor, providing he could still go to a private 
physician if he liked, and providing no doctor could be 
compelled to become a government doctor. 

In view of the fact that every citizen in the United States 
would be paying his share in the cost of such a scheme, I 
think you can see readily enough that this would constitute 
out and out socialized medicine and free medicine, as we 
know it now, would disappear down the drain. 

Cartes W. Pavey, M.D. 
Columbus, Ohio 


During the past few months GP has given both sides of the 
OASI issue through its “Yours Truly Department.” Just as 
many physicians stand with Dr. Pavey and his point of view, 


others like Dr. Avery expound a preference for some kind of 


social security.— PUBLISHER 


Dear Sir: 
Personally I am for some kind of social security for doc- 
tors. I would like to see someone do something about it. 
W. J. AVERY, M.D. 
Fresno, Calif. 


Commendation from Illinois 


Dear President Fowler: 

The officers, commissioners, committeemen and mem- 
bers of the Illinois chapter wish to acknowledge with sin- 
cere appreciation the accomplishments attained in the 
house of delegates of the AMA under the superior leader- 
ship of our President-elect John DeTar with the concerted 
support of the officers, commissioners, committeemen and 
members of the Academy. 

The Illinois chapter readily accepts the responsibilities 
concurrent with these accomplishments, and with greater 
confidence, wil! endeavor to demonstrate our position as a 
model constituent of the Academy. 

GEORGE S. SCHWERIN, M.D. 
President, Illinois chapter 
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*ANTABUSE appears to be the most effective 


means of treating the chronic alcoholic...” 






Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954, 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 
the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1954. 
“Antabuse”@ brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, 
bottles of 50 and 1,000. 

Complete information available on request 


@»- Laboratories © New York, N. Y. © Montreal, Canada 
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Low dosage levels produce high blood 
levels. Acetylsalicylic acid, the most effec- 
tive of the salicylates, is well-tolerated. 
Pabirin is sodium- and potassium-free. It 
offsets salicylate depletion of vitamin C by 
providing a therapeutic amount of 300 mg. 


Pabirin is a preparation. 


Each capsule contains: 


Acotyteniicyiie acid. .................00.0............. Fg 
Para-aminobenzoic acid ..... ey 
i 50 mg. 


Average dose: 2 to 3 capsules 3 or 4 times daily. 
Supplied: In bottles of 100, 500 and 1,000 capsules. 


in the average daily dose of six capsules. 
And highly effective ... High blood levels 
are promptly reached and sustained due 
to the mutually potentiating action of ace- 
tylsalicylic acid and PABA plus the re- 
tarding effect of PABA on salicylate ex- 
cretion. Rapidly disintegrating capsules 
provide fast absorption and pain relief. 





Pabirin’ 











Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 
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a unique new compound, ferrous calcium citrate, with tricalcium citrate 


* iron and calcium in one molecule 
- more hemoglobin in less time 


- no leg cramps with this iron-calcium 
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ALI8V 


Sustained androgen therapy 
for even 
the busiest patient 








METANDREN*® LINGUETS* 


This is your prescription in action. With Metandren Linguets your 
patient obtains benefits of androgen therapy even while traveling 

on a crowded bus. For in potency, immediacy and duration, 

Linguets are comparable to parenteral androgens. Absorbed buccally 

or sublingually, androgen begins to enter the blood stream in seconds, 
and is continuously released as the Linguet dissolves. Your patients 

do appreciate this pleasant, convenient form of hormone administration. 


METANDREN® ( methyltestosterone U.S.P.CIBA) LINGUETS® (tablets for mucosal 
absorptionC!BA) 5.0 mg. (white, scored) and 10 mg. (yellow, scored). 


CIBA 


SUMMIT, N.J. 
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Mulvidren 


Multivitamins in a 


NEW soft tablet 


form (Softabs) => 
Sick people like 
{Trademark Mulvidren 
Old people like 
Pleasant tasting Mulvidren 


Melts in the mouth Everybody likes 


Mulvidren 






More complete—Better balanced 
ONE TABLET CONTAINS: 


5000 USP Units 
1000 USP Units Mothers like . 
60 mg. Mulvidren 
$$$ ——_ ae Doctors like 
ERR. eRe Mulvidren 
1 mg. 


Calcium Pantothenate 3 mg. 


Niacinamide 10 mg. 


DOSE: 1 TABLET DAILY 
SUPPLIED: BOTTLES OF 50 AND 100 TABLETS 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Henry Ford Il 
To medical education, money 


IN THE LARGEST single philanthropic gesture ever made in this 
country, the Ford Foundation recently announced a $500,000,000 
gift to private voluntary hospitals, private liberal arts colleges, 
and privately supported medical schools. To the latter goes a 
$90,000,000 slice as endowment to help strengthen instruction. 
Specific allocations to individual schools will be determined after 
study of an advisory group report. In making a grant of this 
magnitude, the Foundation recognizes medical training as costly 
and in need of help, and sees the medical school as a complex center 
of medical sciences involved in research, in medical treatment, 
and in undergraduate and postgraduate education. Board Chair- 
man Henry Ford II demonstrates he can bring to bear on social 
problems the same scope of imagination and breadth of vision he 
has demonstrated in reorganizing and expanding a huge American 
industry. The thanks of all those concerned with the state of 
American medicine are due him and his fellow trustees. 


Lowell T. Coggeshall, M.D. 
To HEW, new blood 


SELECTED the first of the year by President Eisenhower to succeed 
Dr. Chester S. Keefer as special assistant to Marion B. Folsom, 
Secretary of Health, Education and Welfare, is Dr. Lowell T. 
Coggeshall, dean of the Division of Biologic Sciences at the Uni- 
versity of Chicago. The university will grant Dr. Coggeshall leave 
of absence for his governmental appointment, a $15,000 a year job 
in which he will specialize in health and medical affairs. Since 1947 
Dr. Coggeshall has been the Frederick H. Rawson Professor of 
Medicine at the University of Chicago, directing there one of the 
country’s largest biologic and medical research centers. In hailing 
his selection for the post, Secretary Folsom remarked: ‘‘Dr. Cog- 
geshall is one of the nation’s outstanding medical leaders. He 
has a distinguished record in medical research, teaching and 
administration. His skill and experience will be invaluable assets 
in the months ahead when important policy issues in the health 
field will be under active consideration.” 
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Senator Harry F. Byrd 
To a Senate committee, a bill 


SECOND ITEM on the Senate Fmance Committee’s cur- 
rent agenda is discussion of the controversial social 
security amendments bill, HR 7225, which would add 
permanent and total disability benefits, adopt a modi- 
fied version of the reinsurance plan, and further extend 
compulsory OASI coverage. Appearing before Chair- 
man Harry F. Byrd and his 14 senatorial colleagues 
will be representatives of official medical organizations, 
including AAGP’s Cyrus W. Anderson, chairman of 
the Commission on Legislation and Public Policy. 
Organized medicine is especially reluctant to accept 
the bill’s provision for disability payments to totally 
and permanently disabled participants at age 50, since 
subjective judgments are involved in determining such 
cases. Senator Harry Flood Byrd, from an impeccable 
FFV background, is one of three Byrd brothers (Tom, 
Dick and Harry) each of whom has achieved pérsonal 
career distinction. He has been maintained more than 
22 years in the United States Senate by the Virginia 


electorate, became chairman of the important Senate 
Finance Committee in 1955 when Senator Walter 
George resigned to chair the Foreign Relations Com- 
mittee. Harry Byrd has been in public life nearly a half 
century, in 1951 was named ‘“‘Virginia’s Man of the 
Mid-Century” for his self-reliance, impeccable code of 
moral, intellectual and political integrity. 
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Renaissance 


“GENERAL PRACTICE will disappear in the future,” a 
clinical professor of medicine said not long ago. That 
this prophecy does not have a deeper tinge of truth 
than it did eight years ago is largely due to the prin- 
ciples and efforts of the American Academy of Gen- 
eral Practice. 

Some individuals are undoubtedly born general 
practitioners; more of them are made by their early 
associations and training. A recent study of the prefer- 
ence of medical students for specialties rather than 
general practice marked a trend. The total lack of rec- 
ognition, until recently, of the importance of general 
practice in undergraduate medical education, was 
inexorably stifling this field of medicine at the grass 
roots. 

But the roots are being watered again. Academy 
members are burgeoning under the warm regard of 
their colleagues because of their avidity for continuing 
postgraduate education. A class intellectually alert 
does not die. The soil has been tilled by increasing 
attention paid to total patient care in medical schools. 

At the last annual meeting of the Association of 
American Medical Colleges, the AAGP, although not 
a member organization, was ‘invited to send a repre- 
sentative. In the hearing of the Committee on Con- 
tinuation Education, the Academy’s major role in 
this field was clearly stated and acknowledged. The 
chairman commented, “I want to see the medical 
schools cooperate with the American Academy of 
General Practice so that their postgraduate educa- 
tional program . . . will continue to reflect the best in 
modern teaching.” 

One half the time allowed for original papers was 
devoted to ‘Experiments in Medical Education.” The 
experiments reported concerned the preceptorship 
program sponsored by the Academy, and Western 
Reserve’s completely new curriculum initiated in 
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1952. The new program not only intermingles clinical 
and preclinical training throughout the four years, 
but also introduces the student through the door of 
the prenatal clinic to total patient and family care. 

These experiments might well have occurred if there 
were no American Academy of General Practice. But 
then what incentive would there have been for the 
new graduate to pursue general practice? Before 1947 
the corn-crackers occasionally waxed maudlin over 
the “good old horse-and-buggy doctor,” but the 
sophisticates in the profession regarded the generalist 
tolerantly as a sentimental dodo practicing mid-Vic- 
torian medicine. 

The Academy has provided a rallying point for the 
alert general practitioner. So long as we maintain our 
intellectual curiosity and adherence to the strict disci- 
plines of medicine, we shall maintain our position in 
the van. And the general practice of medicine and 
surgery will remain a desirable goal for the medical 
generations of the future. 


Tattoos for Everyone 


A COUPLE OF YEARS AGO—in June, 1954, to be exact—a 
GP editorial proposed that people should be tattooed 
with symbols that would be indicative of special medical 
problems—diabetes, allergy to antitoxin or penicillin, 
and the like. The idea was to do away with cards or tags 
that register such information but are easily lost or mis- 
placed. It was pointed out that prompt identification of 
individual medical problems would be especially im- 
portant at a time of mass disaster. 

At the time that editorial appeared, it got a big play 
in newspapers throughout the country. Then the story 
died out and, of course, nothing happened. Oh, a lot of 
people have been tattooed since then, but only with 
standard designs and in usual anatomic spots for 
proper exhibition. Nobody put into action the idea of 
using the tattoo method for medical purposes. 
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That lack of interest in the idea was disappointing. 
It had seemed like such a good idea. So, from time to 
time, the thought came to mind that somebody ought to 
write a letter about it to HEW or to Civil Defense or to 
the President; or maybe introduce a resolution in the 
AMA House of Delegates. But there was always the fear 
that the notion was cracky, and the letter was never 
written, nor the resolution introduced. 

Now it’s reassuring to read in Civil Defense Review for 
December, 1955, the following item: 


**Tatroo Recorp or BLoop Tyre URGED” 


“Universal tattooing of every person to indicate his 
blood type was advocated by Dr. Frank B. Berry, As- 
sistant Secretary of Defense (Health and Medical), 
Washington, D.C. Ina speech in Chicago, on November 
4th before the 41st Clinical Congress of the American 
College of Surgeons, Dr. Berry said the tattooing is nec- 
essary to insure proper treatment, including transfu- 
sions of the injured, in the event of widespread civil or 
wartime disasters. He said ‘it is no good to provide peo- 
ple with tags or cards, as these are frequently missing.’ 
He suggested that tattooing is the surest method and 
said that this can be done at the waistline, an area 
usually protected by a belt, or in the lower armpit, 
another protected area.” 

The original GP editorial recommended an “‘incon- 
spicuous place like a buttock” for the tattoo symbols, 
but Dr. Berry’s selection of spots seems superior. In 
any event, the idea has been revived. It remains to be 
seen whether this revival will lead to action. 


Disability Benefits 


THERE is considerable conjecture on the part of physi- 
cians on whether or not the President will advocate the 
passage of HR 7225 in his forthcoming health message 
to Congress. His recommendation to pass this amend- 
ment to the Social Security Act would carry consider- 
able weight with the Finance Committee which will 
soon take this matter into consideration, and also the 
Senate if it reaches this body. 

Any doctor who practiced during the °30’s when 
jobs were scarce and disability benefits were paid by 
industrial insurance or relief agencies for disabling in- 
juries or sickness, will remember how difficult it was to 
proclaim a man who might happen to be a malingerer, 
as recovered and able to return to work. The doctor’s 
decision to take him off the dole was highly unpopular. 

If HR 7225 becomes law, there will be difficulties 
with similar people in years to come. A compensable 
disability is one that is hard to disprove. 

It is safe to predict that there will be many unpopu- 
lar doctors whose very lives will be in jeopardy as they 
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honestly proclaim more and more people as not di.- 
abled, and thus not eligible for the social security dole. 
One can also foresee some basically honest physicians 
giving in to the great pressure applied. 


The disability pensions, together with the cost of 


federal medical care for these people would be a finan- 
cial burden that staggers the imagination. 


Family Physicians and Industrial Medicine 


AT THE ANNUAL MEETING of the Association of Teachers 
of Preventive Medicine, in Kansas City last November, 
a one-day teaching institute was held on the subject 
of industrial medicine. It had been intended that 
roundtable discussions should dwell principally upon 
methods for undergraduate teaching of preventive 
medicine by means of the industrial setting. However, 
at anumber of the round tables, consideration was given 
to the part played by family physicians in an industrial 
health program. 

Many family physicians have no direct connection 
with industrial medicine and never will have (except, 
perhaps, the management of an occasional compensa- 
tion case). Yet, they inevitably have indirect relation- 
ships. For example, consider the physician having pa- 
tients who are employed in a large industry in which 
there is a full-time medical set-up. It is manifestly de- 
sirable for that physician to understand the objectives 
and content of the industry’s health program for em- 
ployees. Otherwise, he is likely to work at cross pur- 
poses with the industrial physicians. That seems to be 
happening all the time in various ways. 

Maybe the industry sponsors periodic examinations 
for all employees. The family physician may look upon 
this policy as an infringement of his rights. Conse- 
quently he is unsympathetic when one of his patients 
comes to him with a report from an industrial physician, 
suggesting that some nonoccupational disorder dis- 
closed by periodic examination needs treatment or close 
watching. Under these circumstances, the patient may 
be rebuffed; he leaves his doctor’s office confused, to 
say the least. 

That kind of attitude on the part of the family 
physician is indeed short-sighted. Even if he is one of 
the small minority of physicians who regularly per- 
form periodic examinations on all their faithful pa- 
tients, he has little reason to resent a suggestion from 
another physician. He might accept it as something for 
the good of the patient, which it is. Also, he might re- 
member that, in the industrial set-up, a distinction is 
not made between employees who have family physi- 
cians of his type and those who do not. Periodic ex- 
aminations by industrial physicians have disclosed that 
few employees regularly undergo similar examinations 
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by private physicians. In fact, in some areas, it is found 
that the majority of employees do not even have family 
physicians! Under such circumstances, the conscien- 
tious family doctor might rightly suppose that, far from 
infringing upon his practice, the industrial medical 
program will increase it. 

There is another group of family physicians who 
have a direct relationship with industrial medicine. 
Most industries in the United States are too small to 
have individual full-time medical departments. They 
depend upon private practitioners for part-time services 
to employees. In fact, it is estimated that the greater 
part of industrial medical care is provided by such 
part-time industrial physicians, mainly general prac- 
titioners. 

For doctors doing that kind of work, one difficulty 
has been the lack of a satisfactory means for learning 
to do it well. It’s true that some postgraduate courses 
have been offered. In Medical Economics for November, 
1955, Wallace Croatman had this to say about them: 
‘In theory, such courses are a fine thing. In practice, 
they’re often a flop. They try to cover too much 
ground in too little time—and the ground they do 
cover often leads in the wrong direction.”’ However, 
Mr. Croatman went on to describe a course held in 
Milwaukee that seems designed to cover the right 
amount of ground in the right direction. 

That’s a hopeful prospect. As an outgrowth of a 
broad philosophy of preventive medicine, industrial 
medical programs are here to stay. It seems quite ap- 
parent that family physicians have important parts to 
play, either as supporting characters to the full-time 
industrial physician or as featured players in their own 
right. Whatever their role, if they are to play it well, 
family physicians need coaching. 


Do’s and Don’t’s for Diabetics 


As A PaRT of a program for prevention of foot troubles 
in diabetic patients, the Committee on Diabetes of the 
Massachusetts Medical Society has recommended that 
patients and their families be taught five simple points: 

1. Do not walk on a sore foot. 

2. Beware of the insensitive diabetic foot. 

3. Use no heaters, drugs or chemicals without a doe- 
tor’s order. 

4. Procrastination steals the diabetic leg. 

5. Control the diabetes with diet and insulin. 

Experiences year by year in any hospital indicate 
that physicians also need education about the treat- 
ment of the feet of a patient whose peripheral arterial 
circulation is deficient (whether or not diabetes is pres- 
ent). For example, a middle-aged woman having ad- 
vanced gangrene of one foot was recently admitted to a 
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large Eastern hospital (not in Massachusetts, but it 
might have been). Her illness had begun five days 
earlier with pain, numbness, coldness and a little 
swelling of the limb. She had been attended promptly 
by a physician who had instructed her to go fo bed and 
keep her foot elevated on a pillow, and to apply hot 
water bottles. Her pain was controlled partially by ad- 
ministration of narcotics. 

That patient underwent a high amputation of the 
involved extremity soon after admission to the hospi- 
tal. It is possible that a considerable limitation of disa- 
bility might have been achieved if her attending physi- 
cian had remembered three simple rules. Those rules 
take the form of “‘don’t’s” popularized some years ago 
by Allen, Barker and Hines, for the treatment of sud- 
den arterial insufficiency. 

1. Don’t delay treatment. 

2. Don’t elevate the extremity. 

3. Don’t subject it to heat that exceeds 95°F. 


Confused and Misguided 


Wit# an all-too-typical lack of concern for any medical 
problem not prefaced by a $ sign, the January, 1956 
issue of Redbook contains a special report that “brings 
to light the first reliable figures on medical fees in all 
sections of the country.” Actually, it does no such 
thing. Instead, it lists average fees (a meaningless sta- 
tistic if ever we saw one) and adds that these are simply 
base points subject to five listed variables. The intelli- 
gent reader will soon realize that the article makes no 
worthwhile contribution to his knowledge of medical 
and surgical fees. 

We’ve long eschewed averages. They can be the 
most deceptive and most easily distorted of all arith- 
metic devices. The patient doesn’t pay an average fee 
—he pays what his doctor considers a fair fee for serv- 
ices performed. If one doctor charges $50 to set a simple 
forearm fracture and a colleague chooses to charge 
$100, the $75 average fails miserably in its attempt to 
appear significant. 

Unfortunately, many readers never finish an ar- 
ticle. Some only look at the charts and pictures. The 
Redbook devotee who spot-reads the January issue will 
find himself confused and misinformed. He will, for 
example, note that the average price of a Denver, Colo., 
appendectomy is $150. He won’t realize that this 
average will be affected by the area’s income level, his 
own income (so says Redbook), his physician’s training, 
and possible complications. He will actually have 
learned nothing but he will think that he has a concise 
and clearly-defined answer to an important question. 
What will happen when he is later billed for an ap- 
pendectomy ? If he’s charged $125, he will wonder why 
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his physician does cut-rate surgery. If he’s charged 
$175, he'll think he’s been gouged. 

We like to see well-written informative medical arti- 
cles published in consumer magazines. Our press and 
public relations staff remains at the assistance and dis- 
posal of authors and editors who are anxious to run 
such articles. We simultaneously object to the pub- 
lishing of articles which mislead the reader or make no 
contribution to his understanding of medicine and the 
medical profession. Of this, Redbook is guilty. 


Nonstop Legislation 


MANY RECENTLY-RECEIVED LETTERS cast an affirmative 
vote for compulsory physician social security coverage 
and point out that doctors shouldn’t expect special 
consideration or fight for enactment of legislation that 
specifically exempts them from compulsory coverage 
provisions. We wonder if that, per se, is the issue under 
consideration. Or is it simply one facet of a more 
fundamental, though possibly faulty, premise? 
Shouldn’t we first ask whether the inspirational philoso- 
phy behind all] social security legislation is basically 
sound and realistic? Shouldn’t we also ask whether 
sauce for the goose is invariably sauce for the gander? 

Organized medicine currently wants a complete re- 
evaluation of the entire social security plan. Instead of 
seeking to make physicians exceptions to the rule, the 
profession is calling for a time-out in which to study 
the intent and purpose of the original social security 
act and the plethora of subsequent amendments. 

Let’s first ask whether anyone should be compelled to 
participate in a government-sponsored retirement in- 
come program. We aren’t compelled to carry life in- 
surance, fire and theft insurance, health insurance, 
personal property floaters, or any one of a dozen other 
available policies. Is it then basically right that we be 
compelled to carry retirement income insurance? GP 
makes no attempt to answer these questions. Instead, 
following the credo of any worthwhile, established pub- 
lication, we seek simply to stimulate positive thinking 
which will lead to accurate answers. 

Let’s assume that a government-sponsored social 
security program does have merit. Should it then be a 
discriminatory program which is highly selective in 
terms of participants who will ultimately benefit from 
the program? Should it, in effect, penalize the partici- 
pant who has been able to establish an independent 
retirement income program? Should it say to this per- 
son, “You have, over the years, contributed thousands 
of dollars to the social security fund. However, because 
you’ve retired at 65 with an annual income in excess of 
$1,200 a year, you get no benefits until you’re 72.”? 
Policies sold in a competitive market don’t include a 
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similar freeze-out provision. Is that good, bad—.; 
somewhere in between? 

Should such a program lump employed participan:, 
and self-employed participants ? Isn’t a program whic!) 
requires employers to carry half of the financial load 
possibly somewhat less attractive to the self-employed 
person who is compelled to shoulder the entire bur- 
den? Given a choice, wouldn’t most people pay the 
one-way fare for a round-trip ticket? 

If there is something fundamentally wrong with the 
social security system, isn’t it possible that the pro- 
gram’s all-encompassing approach can logically be 
questioned ? Does it have more merit than any panacea ? 
The physician, standing for the first time at the bed- 
side of a sick patient, doesn’t arbitrarily administer 
100,000 units of penicillin. Maybe it would help—but 
he prefers to examine the patient first, diagnose the 
ailment, and then prescribe specific therapy. His bag 
contains no effective cure-alls. Shouldn’t retirement 
income programs be tailored to individual cases? And 
who is in perhaps the best position to determine indi- 
vidual needs—the government? 

In these hours of speculation, we realistically admit 
that the more tangible needs of the moment, coupled 
with the human tendency to live for today at the ex- 
pense of tomorrow, will always exist. There will also 
be people who, left to their own devices, won’t think 
about the income-less days that follow enforced retire- 
ment. These people are also reluctant to admit that 
they are unable to cope with any emergency. They be- 
come dependent on charity and community support. 
We call them indigents. 

We wonder what a hand-out social security program 
does for individual initiative and incentive. Doesn’t it 
perhaps encourage a lethargic approach? Doesn’t it 
make it easier to say, “Why should I make plans or 
worry? The government will take care of me.”’? If so, 
it would seem to be making a negative contribution to 
the problem of indigent care. 

Without intentionally seeking a stump from which 
to preach the states’ rights doctrine, shouldn’t it be 
evaluated in terms of the answers it provides? Differ- 
ent areas have different problems and it’s an estab- 
lished fact that for every $10 sent to Washington, less 
than $9 comes back. From an actuarial viewpoint, that 
is hardly a good investment. 

We wonder if sufficient attention has been paid to 
the reactions of the next generation. We blithely vote 
for escalator provisions and a steady increase in the 
size of the social security tax. We admit that there 
isn’t enough in the fund to pay future obligations al- 
ready incurred. In short, we’re unloading financial 
responsibility on the next generation. We’re putting a 
few drops in a large social security retirement income 
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bucket—and asking our children to fill it. Can we 
really act surprised if they aren’t enthusiastic about our 
legislative approach? Can we blame them if they decide 
to slash social security benefits? It will be their world 
—not ours. 

Many questions—many answers. Somewhere, buried 
among myriad possibilities, is the right answer. Until 
it’s found, we can’t conscientiously condone beating 
the drum for doctors—as exceptions to the rule. We 
would much prefer to see an equivalent amount of 
energy expended in a search for a more satisfactory 
answer to an ageless question. 


= GUEST EDITORIAL 





A Bold and Timely Expression of Policy 


THE RECENT epoch-making decisions of the AMA 
House of Delegates concerning, training for the gen- 
eral practice of medicine, and hospital privileges of 
the generalist must not be construed as a victory of 
the American Academy of General Practice over spe- 
cialist groups. 

Rather, it was a bold and timely expression of policy, 
made by the policy-making body of the entire Amer- 
ican Medical Association in an effort to halt trends 
and to curb practices inimical to good comprehensive 
medical care. 

It must not be forgotten that the great majority of 
the members of the House of Delegates of the AMA 
are specialists. They were unanimous in their vote 
to curb the exclusion of generalists from hospital 
staff membership, and to halt the arbitrary restriction 
of generalists in the performance of their professional 
duties in hospital practice. Many specialist society 
members were outspoken in their comments before 
reference committees. Of the 42 who testified before 
the reference committee, 41 favored the resolutions 
on general practice. 

Backed by official AMA policy, it now becomes the 
duty of generalists confronted by specific problems 
in their hospital relationships to carry their fight at 
the local level. Only here can it be won. Those con- 
cerned should note particularly the provision for 
appeal to the Joint Commission on Accreditation of 
Hospitals through the county medical society concerned. 

We have just witnessed a remarkable joint effort of 
specialists and generalists working together for the 
elevation of the quality of medical care, and its exten- 
sion to all the American people—J. S. DeTar, M.D., 
President-elect, AAGP. 
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& ACROSS THE EDITOR'S DESK 


Neurology for Family Physicians 


UnpER THE TITLE, “Diagnosis of ‘Strokes’,” GP for 
August, 1955, carried an editorial that urged family 
physicians to strive for precise identification of neuro- 
logic disorders. The editorial! ended by fishing in neuro- 
logic waters and tried a cast for neurologists themselves, 
saying in part: 

‘They (neurologists) know that diagnosis in their 
field is easier than it seems, but with a few notable ex- 
ceptions, they’ve shown conspicuous ineptitude for 
convincing others of this fact. Most of them place their 
educational efforts at levels that may be excellent for 
training more neurologists, but do little to influence 
family physicians to learn more about neurology. 
Neurologists have a real obligation to reappraise their 
teaching techniques.” 

The lure must have been suitable and the other con- 
ditions right, because the catch has been excellent. 
Thus, when the American Academy of Neurology 
meets at St. Louis in April, the educational program will 
include a new type of course, titled “Common Neuro- 
logical Syndromes.” 

In this issue of GP, ‘Yours Truly” contains a letter 
from Dr. James L. O’Leary who is serving as chairman 
of the program committee for the St. Louis meeting of 
the American Academy of Neurology. Dr. O’Leary’s 
letter states that “Common Neurological Syndromes” 
is designed primarily “to establish common thinking 
between neurologists and general practitioners about 
diagnosis, emergency handling, treatment and re- 
ferrals.” 

Nothing so warms an editorial writer’s heart as the 
knowledge that someone has acted as a result of one of 
his editorials. There’s a strong feeling of gratitude to 
members of the American Academy of Neurology for 
their interest in “Diagnosis of ‘Strokes’.” Clearly 
enough, the neurologists are preparing to do their part 
to correct the deficiencies that were mentioned in the 
Editorial. 

But that’s not enough. That earlier editorial urged: 
**At the same time, family physicians would do well to 
take another look at this ‘difficult’ subject (neurology). 
Some things can be ‘learned’ without even trying, but 
neurology is not one of them.” So, it is indeed hoped 
that this present editorial will stimulate general practi- 
tioners “‘to take another look” by enrolling for “‘Com- 
mon Neurological Syndromes.” That’s easy to do. The 
details are set out in Dr. O’Leary’s letter on page 21 of 
this issue. 
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ACID BASE BALANCE 


Systematic Approach to Fluid Balance (PART 2) 


BY W. D. SNIVELY, JR., M.D., M. J. SWEENEY, M.D. AND M. L. WESSNER 


Evansville, Indiana 


In Part 1 of the “Systematic Approach to Fluid Bal- 
ance,” (January, GP) the fluid composition of the body 
and the various types of body fluids were discussed. A 
descriptive system of diagnosis of fluid balance prob- 
lems was presented. Possible fluid and electrolyte im- 
balances were divided into seven categories including: 
(1) imbalances in extracellular fluid volume; (2) im- 
balances in the total electrolyte concentration in the 
extracellular fluid; (3) imbalances of the individual 
electrolytes in the extracellular fluid, i.e., composi- 
tional changes; (4) imbalances between the plasma 
and interstitial fluid; (5) body protein deficit; (6) body 
caloric deficit, and (7) body vitamin deficit. 

In Part II of the “Systematic Approach to Fluid 
Balance,” we will discuss in detail the compositional 
imbalances of extracellular fluid as they relate to acid- 
base problems, as well as the other categories of fluid 
imbalance. We will also discuss the general details of 
the diagnosis of fluid imbalances and the principle fluid 
therapy in these various imbalances. 


Mechanisms of Acid-Base Regulation 


The degree of acidity or alkalinity of a fluid is meas- 
ured by the concentration of hydrogen ions. The great- 
er the concentration, the higher the acidity. Converse- 


74 





Normally cations and anions are nicely balanced 
to keep the blood pH at 7.35 to 7.45. The balance may be upset 

by metabolic or by respiratory factors. The resulting acidosis 

or alkalosis often requires special etectrolyte-fluid therapy 

intended to restore acid-base equilibrium. 
Treatment can be highly specific (as it should be) | 
by close clinical observation of the individual patient, 


and the use of comparatively few laboratory tests. 













ly, the lower the concentration, the lower the acidity 
Since the actual weight of hydrogen ions in a liter o 
plasma is extremely small, it is more convenient to re 
port hydrogen ion concentration in terms of “pH, 
which is the negative logarithm of the hydrogen ior 
concentration. Since the logarithm is a negative one 
acidity increases as the pH value decreases and alkalinit 
increases as the pH value increases. 

It is mot necessary to understand the mathematica 
intricacies of the pH method of measuring acidity an‘ 
alkalinity. It 7s important to keep in mind the norma 
values which indicate neutrality of the plasma, as wel 
as the fact that acidity increases with decreasing pH an 
decreases with increasing pH. Alkalinity increases wit 
increasing pH and decreases with decreasing pH. 

Chart 1 illustrates the “pH spectrum of plasma. 
The extracellular fluid of the body is normally main; 
tained within the pH range of 7.35 to 7.45. As long a: 
the pH of the extracellular fluid is between 7.35 anc 
7.45, the patient is in acid-base balance. When the pl 
drops below 7.35, the patient is in a state of acidosis o1 
acidemia. When the pH of the extracellular fluid goes 
above 7.45, then the patient is in alkalosis or alkalemia: 
Death occurs when the pH drops below 6.8 or goes 
above 7.8. 

Note that the normal pH of the plasma is consider: 
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Chart 1. 


ably more alkaline than the normal pH of water which 
is about 7. The normal pH of plasma is really in the 
range of alkalinity if one considers pH 7 as neutral. 

Now what is it that determines the pH of the extra- 
cellular fluid? The important determining factor from 
the clinical standpoint is the ratio of carbonic acid to 
base bicarbonate. We use the term base bicarbonate to 
include the combination of extracellular fluid cations 
such as sodium, potassium, calcium or magnesium that 
may be balanced by the anion, HCO3-. Sodium, because 
it is the predominant extracellular cation, is the most 
important. Normally, there are 1.35 milliequivalents of 
carbonic acid for every 27 milliequivalents of base bi- 
carbonate in the plasma. This is a ratio of approximate- 
ly 1 to 20, and as long as this ratio is maintained, re- 
gardless of the total amounts of carbonic acid or of base 
bicarbonate, the patient is in acid-base balance as shown 
by the upper teeter-totter in Figures la, 1b, Ic and Id. 

Two general types of disturbances that upset the 
teeter-totter are metabolic or systemic disturbances on 
the one hand, and respiratory disturbances on the 
other. Metabolic disturbances affect the base bicarbon- 
ate or right side of the teeter-totter; respiratory dis- 
turbances affect the carbonic acid or left side of the 
teeter-totter. 

For example, any metabolic condition that lightens 
the base bicarbonate side of the balance tends to tip the 
balance in favor of metabolic acidosis. Any respiratory 
condition that tends to weight the carbonic acid side of 
the teeter-totter also tips the balance in favor of acido- 
sis, but in this instance, it is respiratory acidosis. 

Any metabolic condition that weights the base bi- 
carbonate side of the teeter-totter tends to tilt the bal- 
ance in favor of metabolic alkalosis. Any respiratory 
condition that tends to lighten the carbonic acid side 
of the balance also tips the teeter-totter in favor of al- 
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kalosis, but in this instance, it is respiratory alkalosis. 

The carbon dioxide-combining capacity of the plas- 
ma is not reliable for the diagnosis of acid-base imbal- 
ance. All this value indicates is the approximate amount 
of base bicarbonate; hence, this value ts usually decreased 
in metabolic acidosis and in respiratory alkalosis. It is 
usually increased in respiratory acidosis and in metabolic 
alkalosis. 

In any disturbances of acid-base balance, body home- 
ostasis elicits the help of certain compensatory mech- 
anisms. The most important of these involve the lungs 
and the kidneys. Action by the lungs attempts to adjust 
the carbonic acid side of the teeter-totter. Action by the 
kidneys attempts to regulate the base bicarbonate side. 

When the compensatory mechanisms act successfully 
to counteract clinical conditions that tend to produce 
alkalosis, then the patient’s condition is referred to as 
‘compensated (metabolic or respiratory) alkalosis.” If 
they are acting successfully to combat clinical condi- 
tions that tend to cause acidosis, then the state of 
affairs is referred to as “compensated (metabolic or 
respiratory) acidosis.” In compensated alkalosis or 
acidosis, the pH of the plasma remains between the 
normal limits of 7.35 to 7.45. 

When the mechanisms are not successful in main- 
taining the plasma pH within the narrow limits of nor- 
mal, then the patient is said to be in acidosis (that is, 
“uncompensated acidosis”) if the pH is below 7.35. He 
is said to be in alkalosis (that is, “uncompensated alka- 
losis”) if the pH is above 7.45. 


ill. Compositional Imbalances of Extracellular Fluid 


C. Actp-BasE IMBALANCES 


(Compositional Imbalances A and B [potassium and 
calcium deficits and excesses] were treated in Part 1 


75 

















of this article that appeared in last month’s issue. 

We have included the acid-base imbalances under 
the heading of “Compositional Imbalances,” since 
acid-base disturbances are caused chiefly by primary 
deficits or excesses of base bicarbonate or carbonic acid. 

1. Metabolic Acidosis (Base Bicarbonate Deficit). The 
clinical causes of metabolic acidosis include uncontrolled 
ot poorly controlled diabetes mellitus, excessive inges- 
tion of chloride, severe infectious disease and infantile 
diarrhea. Taking as an example diabetic acidosis, ex- 
cesses of ketone bodies such as betahydroxybutyric acid 
and acetoacetic acid are produced and tend to replace 
the bicarbonate ions, thus decreasing the amount of 
available base bicarbonate, and in effect lightening the 
base bicarbonate side of the carbonic acid: base bicar- 
bonate ratio. The result is a disturbance of the normal 
1 to 20 ratio in favor of the carbonic acid side of the 
ratio. The pH of the plasma becomes more acid than 
normal, and acidosis or acidemia exists. 

Certain body mechanisms attempt to compensate for 
the acidosis. The lungs increase their action in an effort 
to blow off carbon dioxide, and thus to lighten the car- 
bonic acid side of the carbonic acid: base bicarbonate 
balance. The kidneys attempt compensation by increas- 
ing hydrogen ion excretion, combining the ketone 
bodies with the ammonium radical, and conserving 
sodium. 

Although the pH of the urine is usually more acid 
than normal in acidosis, it may actually be alkaline 
when kidney infection occurs, in certain rare disorders 
such as Milkman’s syndrome, or the Fanconi syndrome, 
or in children under 1 year of age. 

If the compensatory mechanisms are successful, then 
the normal ratio of carbonic acid (1) to base bicarbon- 
ate (20) is maintained. If these mechanisms are not 
successful, then the ratio is lowered, and the plasma 
pH falls. The carbon dioxide-combining power is de- 
creased in metabolic acidosis. 

Clinical symptoms of metabolic acidosis may include 
shortness of breath with mild exertion and deep period- 
ic or Kussmaul breathing. These symptoms are in real- 
ity compensatory effects of the lungs to blow off carbon 
dioxide. In addition, there is weakness progressing in 
severe cases to disorientation, stupor and even to coma 
in acidosis caused by diabetes. Typical Kussmaul 
breathing does not occur in young infants with acidosis 
although hyperpnea may be observed. The plasma pH is 
acid in uncompensated metabolic acidosis. 

Treatment is directed toward (1) supplying water 
to repair the fluid deficit and (2) sodium balanced by 
the bicarbonate or lactate ion to support the base 
bicarbonate side of the carbonic acid: base bicarbonate 
ratio. In most cases of metabolic acidosis, there is a 
pronounced extracellular fluid volume deficit. 
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In the management of that specific form of metabolic 
acidosis, diabetic acidosis, carbohydrate (either as dex- 
trose or fructose) is employed in conjunction with in- 
sulin. The principle of treatment in diabetic or any 
form of metabolic acidosis with ketosis, in addition to 
repairing the fluid deficit, is to administer sodium bi- 
carbonate or lactate-containing solutions to support the 
base bicarbonate, and carbohydrate to combat ketosis. 
A frequently used solution is lactated Ringer’s solution 
with 5 per cent carbohydrate. Lactate ions are metabol- 
ized in the liver and replaced by bicarbonate ions. The 
solution devised by Butler and Talbot, or the solution 
devised by Lowe is useful in the management of acido- 
sis. Such solutions administered in the proper quantity 
do not impose stress on the homeostatic mechanisms of 
the body providing these are functioning fairly nor- 
mally. On the other hand, they permit the homeostatic 
mechanisns to selectively retain or reject water and 
electrolytes in accordance with body needs. In treating 
infants, a somewhat more dilute polyionic solution may 
be indicated. A special type of acidosis, really a form of 
metabolic acidosis, is Moyer’s dilutional acidosis. This 
type of acidosis is precipitated by the excessive infusion 
of chloride as so-called normal or isotonic saline (0.9 
per cent solution of sodium chloride). It is important to 
realize why normal saline is not properly referred to as 
“physiologic.” 

Normal saline provides approximately 154 milli- 
equivalents of sodium per liter, something in excess of 
that provided by human extracellular fluid. The solu- 
tion also provides 154 milliequivalents of chloride. 
However, extracellular fluid contains only 103 milli- 
equivalents of chloride. So, from the standpoint of 
extracellular fluid, normal saline provides an excess of 
51 milliequivalents of chloride for each liter given. Note 
that the chloride ion is actually an acidosis-favoring 
ion, since it decreases the base bicarbonate side of the 
carbonic acid:base bicarbonate ratio by replacing the 
bicarbonate ion. 

When large amounts of saline are unwisely given, the 
excess of chloride in the plasma replaces bicarbonate on 
the base bicarbonate side of the carbonic acid:base 
bicarbonate ratio. This relative excess of chloride tends 
to produce acidosis. The tendency is increased should 
sodium leave the extracellular fluid and enter the cells, 
as it sometimes does in potassium deficiency, since this 
accentuates the chloride excess. 

Clinical findings in Moyer’s dilutional acidosis are 
similar to those observed in other forms of metabolic 
acidosis. This form of acidosis can be avoided by re- 
plenishing extracellular fluid volume deficits with solu- 
tions such as lactated Ringer’s solution containing 5 
per cent carbohydrate, the solution devised by Butler 
and Talbot, or the solution devised by Lowe. 


GP Volume XIII, Number 2 


" 





2. 


hong 


; 0 
nter 


rim 
pnere 

ons 
on 


W 


er’s 
or tl 
3. 
tion 
be a 
bica 
the 
caus 
iting 
diuz 


bon: 


GP 








2. Respiratory Acidosis. The next form of composi- 
tional acid-base imbalance is respiratory acidosis. Res- 
piratory acidosis is caused by any clinical situation that 
interferes with pulmonary gas exchange, thus causing 
orimary retention of carbon dioxide with a resultant 
yncrease of carbonic acid in the blood. Specific condi- 

ons that cause respiratory acidosis include pneu- 
onia, emphysema and morphine poisoning. 

With this primary retention of carbon dioxide with a 

su'tant increase of carbonic acid in the blood, there 

a \ cighting effect on the carbonic acid side of the car- 
»on.c acid :base bicarbonate ratio. As a result, this ratio 

ecomes less than 1 to 20 and the teeter-totter is tipped 
on favor of acidosis. The pH of the blood is more acid 
chan normal. The carbon dioxide-combining power is 
normal or increased because the body selectively ex- 
creies anions such as Cl- and selectively retains bicar- 
bonate ion in its attempt to compensate for the acid pH 
of the blood caused by the retention of carbonic acid. 
The body also attempts compensation by a shift of 
chloride into the intracellular fluid. The urine pH usu- 
ally becomes more acid because of the compensatory 
efforts of the kidneys. 

Compensatory action on the part of the lungs is lim- 
ited when disease of the lungs has primarily caused 
‘he disturbance. 

If the body compensatory mechanisms succeed in 

naintaining the carbonic acid :base bicarbonate ratio at 
to 20, then the plasma pH remains normal (com- 
;ensated respiratory acidosis). If compensation is not 
successful, and the blood pH drops below normal, there 
is uncompensated respiratory acidosis. 
Clinical findings in uncompensated respiratory aci- 
dosis may be negligible or they may include respiratory 
embarrassment, weakness, disorientation and even coma. 
Of first importance in the treatment of respiratory 
acidosis is the treatment of the clinical causes of the 
condition. Unless these are corrected, or at least parti- 
ally corrected, parenteral therapy is of little help. Par- 
enteral therapy is directed at supplying sodium bi- 
carbonate or lactate-containing solutions to support the 
base bicarbonate side of the carbonic acid :base bicar- 
bonate ratio. Suitable solutions include lactated Ring- 
er’s solution, the solution devised by Butler and Talbot, 
or the solution devised by Lowe. 
3. Metabolic Alkalosis. The next important composi- 
tional acid-base imbalance is metabolic alkalosis. It may 
be caused by the ingestion of large amounts of sodium 
bicarbonate which weight the base bicarbonate side of 
the carbonic acid :base bicarbonate ratio, or it may be 
caused by loss of chloride and potassium through vom- 
iting or gastric suction. When chloride is thus lost, so- 
dium is left behind to form excessive sodium bicar- 
bonate, and thus to weight the base bicarbonate side 


| 
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of the ratio. The exact mechanism of how potassium 
loss induces metabolic alkalosis is not completely un- 
derstood. 

Whatever the cause of metabolic alkalosis, there is an 
increase in bicarbonate ions and, therefore, an increase 
in the base bicarbonate. The pH of the blood becomes 
more alkaline than normal, and the carbon dioxide- 
combining power is usually increased. 

Clinical findings in uncompensated metabolic alka- 
losis may consist of depressed respiration, tetany or 
convulsions or there may be minimal clinical findings. 

Laboratory findings include an alkaline urine. How- 
ever, if there have been great losses of fluid or a severe 
loss of gastric juice through vomiting or gastric suc- 
tion, the pH of the urine may actually be acid in alka- 
losis. 

Compensation includes an increased excretion of so- 
dium bicarbonate by the kidneys. If compensation is 
successful, the carbonic acid :base bicarbonate ratio is 
maintained at 1 to 20. If compensation is not success- 
ful, it is increased in favor of the base bicarbonate with 
a resultant elevation of the plasma pH above the nor- 
mal limit of 7.45. 

Therapy is directed at the supplying of chloride 
which replaces the excess bicarbonate on the base bi- 
carbonate side of the carbonic acid:base bicarbonate 
ratio. Ringer’s solution has been widely used for this 
purpose. Some authorities have recommended ammo- 
nium chloride; in the opinion of others, however, this 
solution is too hazardous. If the body homeostatic 
mechanisms are functional, one may administer a solu- 
tion such as those of Butler and Talbot, or of Lowe, 
and let the body “pick and choose” electrolytes as 
needed. When metabolic alkalosis is accompanied by 
potassium deficiency, it can frequently be corrected by 
the administration of potassium by mouth. 

4. Respiratory Alkalosis. This condition is caused by 
any condition that brings about an increased excretion 
of carbon dioxide through the lungs with a resultant 
decrease in the carbon dioxide of the blood and, hence, 
a decrease in the carbonic acid side of the carbonic 
acid :base bicarbonate ratio. 

Clinical conditions that may bring this about include 
an increased rate and depth of breathing such as results 
from oxygen lack, from encephalitis or in the early 
stages of salicylate intoxication. The latter condition is 
especially important in infants and children. 

As a result of the excessive blow off of carbon diox- 
ide, the carbonic acid side of the carbonic acid :base bi- 
carbonate ratio is lightened, and the pH of the plasma 
becomes more alkaline than normal. The carbon dioxide- 
combining power is usually decreased in the attempted 
compensation for the decrease in the carbonic acid of 
the plasma. The pH of the urine is usually alkaline since 
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Chart 2. 


compensation is attempted by the kidneys which ex- 
crete bicarbonate ions while retaining hydrogen ions 
and nonbicarbonate anions. 

Clinical findings of respiratory alkalosis are those of 
the underlying disease or there may be none present. 
Tetany or convulsions might occur if the respiratory 
alkalosis is severe. 

If compensation is successful, the carbonic acid :base 
bicarbonate ratio is maintained at 1 to 20 and the blood 
pH remains within normal limits. If not, the ratio is 
disturbed and the blood becomes more alkaline than 
normal. 

Of primary importance in the freatment of respiratory 
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alkalosis, is the relief of the clinical causes of the im- 
balance. Unless these are at least partially corrected, 
parenteral therapy is of little avail. In giving parenteral 
therapy, attention is directed at supplying chloride, in 
order to replace bicarbonate on the base bicarbonate 
side of the carbonic acid:base bicarbonate balance. 
Suitable solutions include Ringer’s solution, the solu- 
tion devised by Butler and Talbot, or the solution de- 
vised by Lowe. The reader is referred to the charts 
titled, ‘Metabolic Acidosis,” “Respiratory Acidosis,” 
‘Metabolic Alkalosis” and “Respiratory Alkalosis.” In 
these, the mechanisms for representative examples of 
these imbalances are portrayed. 
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IV. Distributional Shifts 


We will next discuss an entirely different type of im- 
balance—the imbalances of location or distribution of 
extracellular fluid. These may consist of a distribu- 
tional shift of part of the plasma into the interstitial 
fluid or of part of the interstitial fluid into the plasma. 


A. SuirT oF PLASMA TO INTERSTITIAL FLUID 


Clinical causes of shifts of plasma to interstitial fluid 
may include burns, scalds, fractures or crushing 
injuries. Clinical findings may include symptoms of 
shock with severe weakness, low blood pressure and 
unconsciousness. There may be pronounced swelling 
of the parts. Sprained ankle is an example of a localized 
distribution shift from plasma to interstitial fluid. 
Ordinarily, in this type of shift the hematocrit and total 
protein value are elevated. 

Treatment is directed at the underlying cause of the 
shift and at the replacement of the electrolytes and 
large molecules lost from the plasma. Blood, dextran, 
plasma and electrolyte repair solutions such as lactated 
Ringer’s solution, or the solution devised by Butler and 
Talbot, or the solution devised by Lowe may be em- 
ployed in the treatment of this shift. 


B. Suirt or INTERSTITIAL FLuIpD TO PLASMA 


Shifts of interstitial fluid to plasma may occur fol- 
lowing excessive intravenous administration of hyper- 
tonic solutions, serum albumin, plasma or dextran. 
They may also occur during the recovery phase of 
conditions causing plasma to interstitial fluid shift, 
such as those enumerated in the previous imbalance. 

The clinical findings of this shift include hyperten- 
sion progressing to hypotension, evidence of overac- 
tivity of the circulatory system including bounding 
pulse, engorgement of the peripheral veins, pulmonary 
edema, cardiac dilation and ventricular failure. 

A second type of interstitial fluid to plasma shift oc- 
curs during the compensatory phase that may follow 
internal or external loss of whole blood. Physical find- 
ings in this type of interstitial fluid to plasma shift are 
pallor, weakness, air hunger and_ tachycardia. 

Typical laboratory findings include decreased hema- 
tocrit and decreased total protein value. 

Ordinarily, therapy is not indicated unless there has 
been loss of blood. If important losses of blood have 
occurred, then whole blood or a suspension of red 
blood cells should be administered. 


V. Protein Deficit 


Protein deficit may be caused clinically by severe 
hemorrhage, starvation, extensive burns, trauma, re- 
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Figure 2. “Profit and loss statement’’ on water and electrolytes. 


peated surgery, decubitus ulcers or by the nephrotic 
syndrome in childhood. 

Clinically, one may observe impaired wound healing, 
weight loss, decreased resistance to infection, pallor 
and poor tissue turgor. In severe protein deficiency, 
nutritional edema may be present. Anorexia and 
vomiting are often seen. 

A reduced plasma albumin level usually indicates 
protein deficiency, but a deficit may be present even 
though the plasma albumin is normal, since malnutri- 
tion may be accompanied by a contracted plasma 
volume. Also, the plasma proteins are afforded protec- 
tion and do not decrease until a severe body protein 
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deficit exists. The hemoglobin level of the blood is 
usually below normal in a protein deficit. 

In therapy, protein should be provided in a readily 
available form. This can be done through the provision 
of a diet rich in protein, by tube feeding, or by paren- 
teral administration of a protein hydrolysate solution. 


Vi. Caloric Deficit 


The clinical causes of caloric deficit include any 
situation in which there is a decreased intake of food, 
an increased utilization of food, or impaired utilization 
of food. 

Clinical findings include weakness and loss of 
weight. If caloric deprivation has been severe, emacia- 
tion may have occurred due to the utilization of body 
tissues in place of calories not supplied in the diet. 

Any caloric deficit that has existed for more than a 
few days is certain to be complicated by a protein 
deficit, because of the utilization of both body tissues 
and infused or ingested protein for caloric purposes. 
On the other hand, it is the present consensus that it is 
not necessary to meet the full caloric requirement in 
order that at least part of the infused or ingested pro- 
tein be utilized for tissue synethesis. 

Parenteral therapy in caloric deficit is chiefly amelio- 
rative, since it is quite difficult to supply enough calories 
by the parenteral route to really compensate for a severe 





caloric deficit. However, parenteral therapy is useful! 
since it can supply at least part of the needed calories 
in the form of fructose, dextrose, alcohol or a combina 
tion of these substances. 


Vil. Vitamin Deficit 


A vitamin deficit may occur in any condition that 
causes decreased intake of food, such as prolonged ill- 
ness, or it may be caused by increased requirements 
for vitamins or impaired utilization of them. 

Typical clinical findings which result from vitamin-C 
deficiency include impaired wound healing and scurvy. 
With deficiencies of members of the vitamin-B com- 
plex, one may have impaired utilization of carbohy- 
drates or disturbances associated with protein malnu- 
trition, in addition to a specific state such as beriberi, 
ariboflavinosis or pellagra. Rickets is the example of 
vitamin-D deficiency. Vitamin-A deficiency is asso- 
ciated with changes in the skin and eyes. 

The treatment of a vitamin deficit is to administer 
needed vitamins by mouth or parenterally. They 
should be given by mouth if possible, since this is 
the most economical and effective route for adminis- 
tering vitamins. 

Concentrated vitamins for parenteral administration 
are available. In addition, many parenteral solutions 
have vitamins incorporated in them. 


Chart 3. Electrolyte composition of various body secretions or excretions. 
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fructose in water with vitamins would meet function H. 
It should be recalled that many solutions perform 

two, three or even more functions. For example, one 
It should be recalled that although there are literally solution provides water, carbohydrate, balanced 

hundreds of different parenteral solutions available, | amounts of electrolytes and protein hydrolysate. 

their functions are fairly limited. In fact, all functions 

of parenteral fluids fall under one or more of the eight 


Parenteral Solutions 


FUNCTIONS OF PARENTERAL SOLUTIONS 


COMPOSITION OF PARENTERAL SOLUTIONS 


general functions, including the provision of: Chart 2 presents various solutions from the stand- 
A. Water point of their composition of cations and anions in 
B. Carbohydrate milliequivalents per liter. Notice we have shown the 
C. Balanced amounts of electrolytes cations and anions of plasma running across the top as 
D. High concentrations of individual electrolytes a point of reference. 
E. Hydrolyzed protein It is always helpful in considering any solution to 
F. Large molecules to restore plasma volume compare it to plasma. You will note under the cations, 
G. Red blood cells we have listed NH. This is used as a “filler,” so to 
H. Vitamins speak. For example, if one wishes to provide an excess 
A typical solution to provide for function A would be _ of chloride, as he does with the gastric replacement 

distilled water. However, water is never given alone _ solution of Cooke and Crowley, without a correspond- 


but always with carbohydrate or electrolyte. Five per ingly high cation composition, he can use the am- 
cent dextrose in water is an example. A typical solution = monium ion which will be metabolized. Similarly, if one 
to meet function B would be 10 per cent fructose in _ wishes to supply an excess of sodium, as he does with 
water. A typical solution to meet function C would be = _M/6 sodium lactate, he can use an anion such as 
the solution devised by Butler and Talbot. A solution _ lactate which is completely metabolized. 

specifically meeting function D would be 15 per cent 
potassium chloride solution. Five per cent casein hy- 
drolysate solution with 5 per cent dextrose would meet 
function E. Six per cent dextran would meet function We have described seven basic types of disturbances 
F. Whole blood would meet function G. Ten per cent —disturbances in the volume, concentration and com- 
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position of the extracellular fluid as reflected in the plas- 
ma, distributional shifts of the extracellular fluid from 
the plasma to interstitial fluid and shifts of the extra- 
cellular fluid from the interstitial fluid to the plasma, 
body protein deficit, body caloric deficit, and body 
vitamin deficit. 


ConsipER ALL DisTURBANCES 


Although we may have pure imbalances, any patient 
may suffer from any one basic disturbance or any com- 
bination of disturbances. Since an individual patient 
may have a combination of individual imbalances of 
varying degrees of severity, assessment of every patient 
from all six standpoints is essential if one is to achieve 
success in the management of fluid balance disturb- 
ances. Assess every patient from all seven standpoints. 


GAINns AND LossEs OF FLUIDS 


Of basic importance in the analysis of a given patient 
from the standpoint of fluid balance disturbances is an 
accurate knowledge of his intake and output of water 
and electrolytes. Such knowledge is not easily obtained, 
for it involves not only an understanding of normal 
and abnormal gains and losses of fluids, but also careful 
intake records and qualitative and quantitative meas- 
urement of fluids lost as vomitus, tubal drainage, 
wound seepage, perspiration, urine and stools. 

Figure 2 demonstrates what we have called a “profit 
and loss statement” of water and electrolytes. In the 
left column, we have listed the profits or gains of water 
and electrolytes. Notice how the patient may take in 
water and electrolytes as ingested food, tube feedings, 
parenteral feedings and rectal feedings. He gains water 
through ingested water, oxidation of foodstuffs and 
through oxidation of body tissues. The patient can lose 
water and electrolytes through lacrimation, salivation, 
vomiting, breathing, sweat, gastric suction, burn 
exudate, wound exudate, internal losses through fixa- 
tion, colitis, intestinal suction, draining intestinal fis- 
tula, ascites, biliary fistula and surface ulcer exudates. 

Chart 3 shows the electrolyte composition of various 
body fluids in terms of important cations—sodium and 
potassium—and the important anions—chloride and 
bicarbonate. Notice the fluids that are important in, 
sodium, those that are important in potassium, those 
that are important from the standpoint of bicarbonate 
and those with high chloride content. We have com- 
pared these various electrolytes on an absolute basis, 
recalling that the normal plasma level of sodium is 
about 142 milliequivalents per liter. The normal plasma 
level of potassium is about 4 milliequivalents per liter. 
The normal plasma level of bicarbonate is about 27 
milliequivalents per liter. The normal plasma level of 
chloride is about 100 milliequivalents per liter. 
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Qualitative and quantitative knowledge of the loss of 
body fluids is of great help in the diagnosis of the direc- 
tion and magnitude of changes in volume, concentra- 
tion and composition of the extracellular fluid. 


Descriptive D1aGnosis CHART 


Chart 4 gives laboratory values of use in arriving at a 
descriptive diagnosis of fluid imbalance. This does not 
mean that it is not possible to arrive at a useful diagno- 
sis in many cases of fluid imbalance without any labora- 
tory findings whatever. Reliable, inexpensive quick 
methods are available for determining several of the 
laboratory values. 

We have here indicated the usual trends in the more 
frequently used laboratory values in the four basic im- 
balances of extracellular fluid. This is not intended as a 
basis for making a complete diagnosis, but only as one 
help in arriving at a correct diagnosis. 


MANAGEMENT OF FLUID IMBALANCES 


In general, extracellular fluid volume disturbances 
are corrected with water containing electrolytes and 
carbohydrate, as indicated by other facets of diagnosis. 
Deficits in concentration are corrected by sodium, 
either 3 per cent sodium chloride, 5 per cent sodium 
chloride, or normal saline. Compositional deficits are 
corrected in general by the electrolyte that is in deficit ; 
shifts are corrected by plasma, blood, dextran and 
balanced electrolytes in the case of shifts from plasma to 
the interstitial space. It is of great importance in ar- 
riving at rational therapy to consider all imbalances 
present. Solutions provided should in general be re- 
ciprocal to the imbalances with careful attention to 
the rate of administration and volume. 

Provided the body homeostatic mechanisms are not 
impaired, one may employ solutions devised by Butler 





and Talbot, or by Lowe. Details concerning the use of 
the solutions are not within the purview of this brief 
article. Complete information on these solutions is 
contained in the original communications of these in- 
vestigators. If a patient improves under therapy, treat- 
ment should be continued until balance is restored. It 
is important not to overtreat. If the patient fails to 
improve, stop the therapy and make a fresh diagnosis. 
The therapy of every patient is a separate problem. 

Oral therapy, either by mouth or by tube should be 
considered. Protein, for example, can be given effec- 
tively by mouth or tube. Oral electrolyte mixtures are 
valuable when the patient can take substances by 
mouth, It is always safer to give electrolytes by the oral 
than by the parenteral route, provided no contraindi- 
cation to oral administration exists. It is generally 
accepted that the oral route is a preferred method of 
giving potassium. 

A knowledge of the disturbances present gives the 
physician a rational basis for the approach and for 
controlling and adapting therapy to the changing clini- 
cal condition of the patient. 

Too much emphasis cannot be placed on the correc- 
tion of the underlying clinical disturbance in any case 
of fluid imbalance. Such correction may be equal to or 
greater in importance than indicated parenteral fluid 
therapy. 

Truly the study of fluid balance encompasses every 
field of medicine. One is tempted to paraphrase Osler 
and say, “Know clinical fluid balance in all its mani- 
festations and relations and all things clinical will be 
added unto you.” Certainly there is no field of medicine 
in which there has been less clinical application of 
known facts than in this one. 


An extensive bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 





Resotven, that I, Dr. 
the 1956 Scientific Assembly of the American Academy of General 
Practice in Washington, D.C., March 19-22, and that with these 
words I will nsTaNTLy take steps to implement this resolution, as 
follows: 

1. Make appropriate marks on calendar. 

2. Instruct secretary to obtain hotel and transportation reservations. 

3. Instruct secretary to assist me in impressing all patients with the 


So Help Me, Hippocrates 


, will attend 





fact that their welfare and mine depend upon my being in 
Washington, D.C., in March, 1956. 


4. Arrange for substitute in practice. 
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Putrid Lung Abscess 


BY SOL KATZ, M.D. 


Associate Editor, GP 


By PUTRID LUNG ABSCESS is meant a localized area of pul- 
monary inflammation that progresses to necrosis and 
liquefaction and in which anaerobic organisms con- 
tribute to the fetid odor of the sputum. Bronchial ob- 
struction, due to aspiration of infected material from the 
oropharynx or from about the teeth in the presence of 
gingivodental disease, is the most common background 
for the development of a putrid lung abscess. Conditions 
that interfere with the cleansing mechanisms of the 
tracheobronchial tree predispose to the inhalation of 
these infected secretions. It is for this reason that loss of 
consciousness may lead to the development of a putrid 
lung abscess, as in head injury, cerebrovascular acci- 
dent, alcoholism, epilepsy, general anesthesia, diabetic 
coma and epilepsy. However, in any cause of bronchial 
obstruction such as bronchogenic carcinoma or foreign 
body, the resulting atelectasis establishes an ideal en- 
vironment for the growth of anaerobic bacteria. There- 
fore, the presence of poor oral hygiene and gingivoden- 
tal sepsis in a patient with bronchial occlusion provides 
the perfect arrangement for the development of a putrid 
lung abscess. 

Because infected material gravitates to the most de- 
pendent part of the bronchial tree, bronchial embolism 
readily explains the localization of putrid lung abscesses. 
When an individual lies on his side, inhaled material has 
easy access to the axillary portions of the upper lobe. In 
the supine position, the superior segment of the lower 
lobe is the first dependent bronchus met by aspirated 
material as it descends along the posterior wall of the 
tracheobronchial tree. The basal segments are encoun- 
tered next. Putrid lung abscesses are therefore most 
commonly located in the axillary portions of posterior 
and anterior segments of the right upper lobe and in the 
apical segment and posterior basal segments of the right 
lower lobe. The more direct course of the right main 
stem bronchus explains the more frequent involvement 
on the right side. 

The early stage of a putrid lung abscess is a localized 
area of consolidation having an x-ray appearance similar 
to pneumonia. Pathologically, this represents gan- 
grenous bronchopneumonia. At times the area of con- 
solidation is round and sharply defined which offers a 
clue to the early detection of lung abscess before lique- 
faction is established. The consolidation may appear 
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quite dense and continue unchanged for a number of 
days thereby differing from ordinary pneumonia. A few 
small “highlights” in the dense consolidation suggests 
the beginning of the phase of liquefaction which occurs 
within one or two weeks after the onset. Liquefaction 
then progresses rapidly and some of the purulent ma- 
terial is discharged through the communicating bron- 
chus, air enters and there now appears the specific sign 
of abscess—a fluid-containing cavity. Overexposed films 
are often helpful in revealing the presence of a fluid 
level within the shadow of consolidation. 

From this stage several courses may occur. The ne- 
crosis and liquefaction may continue until cavitation re- 
places the entire area of consolidation. Rapid enlarge- 
ment of the cavity beyond the original zone of consolida- 
tion indicates a ball-valve obstruction of the draining 
bronchus with the formation of a balloon cavity which is 
often associated with perforation into the pleural cav- 
ity. When the communicating bronchus is blocked by 
inflammatory edema and exudate, the secretions accum- 
ulate, the air is absorbed and the cavity becomes com- 
pletely filled (blocked cavity). With good drainage the 
secretions are evacuated, the fluid level disappears and 
the pericavitary pneumonitis decreases. There then 
follows a diminution in cavity size and complete resolu- 
tion of the surrounding infection. The draining bron- 
chus heals and the lung may return to normal except for 
minor distortion of the vascular markings and linear 
fibrosis. 

If the abscess does not disappear in six to ten weeks, 
irreversible pulmonary changes have usually occurred, 
making cure by medical means unlikely. In some chron- 
ic cases there may not be a fluid level because the cavity 
is filled with inspissated necrotic debris. This shadow 
may remain unchanged for many weeks. 


The chronic abscess is characterized by a rigid 
fibrous wall, pericavitary fibrosis and bronchiectasis 
and even epithelization. 


Figures 1a (left) and 1b (center). Thin-walled putrid abscess of right 
upper lobe secondary to bronchial obstruction due to carcinoma. 


Figure 2 (right). Large putrid abscess which followed an episode of 
alcoholic stupor. 
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In children less than 6 years old, prevention of accidents 
depends largely on parental supervision. It seems significant, 
therefore, that almost two-thirds of 120 fatal accidents 

reported here occurred at times when the children 

were not being ““guarded”’ by their parents. The largest number 
of deaths for a single year was in children under I year old. 
Here the leading cause was ‘“‘mechanical suffocation.” 


Among older children, traffic injuries and falls predominated. 


Accident Fatality Follow-up Study in Children Under Six 


BY HAROLD JACOBZINER, M.D. 
PATRICIA I. HEELY AND HERBERT RICH 


New York City Department of Health 


Durine the next 15 minutes, three people will prob- 
ably die and 300 will suffer disabling injuries as a re- 
sult of avoidable accidents. 

Ninety-five thousand people died and 9,000,000 
were injured from accidents in 1953 in the United 
States, at an approximate cost of about ten billion 
dollars. 

Accidents are now the leading cause of death in 
ages from 1 through 34 years, and seventh during the 
first year of life. 

In spite of these convincing figures in needless loss 
of life and property, the community has not yet fully 
awakened from its lethargic complacency in regard to 
effective control measures. 

It is true, however, that a number of sporadic stud- 
ies and programs have recently been focused on this 
major health problem. 

For a period of several years, the Bureau of Child 
Health of the New York City Department of Health 
instituted a vigorous home safety) and accident pre- 
vention program for children who\were under 6 years 
of age. 

This program has become an integral part of the 
Child Health Conference in/the 75 child health sta- 


tions throughout the city. / 
J 
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Objectives and Methods of Study 


The present study was undertaken to gain addi- 
tional precise information about the why’s and where- 
fore’s of accident causation. It was felt that much more 
needs to be learned and known about how, where. 
when and to whom accidents occur—the age, sex. 
season, time of day, nature of injury, type of supervi- 
sion, activity at time of accident and many other still 
unidentified and undetermined associated factors. 

During the period covered by this study, from Feb- 
ruary, 1953, to January 31, 1954, a careful and com- 
plete epidemiologic investigation was made on every 
reported fatal accident in children under 6 years of 
age. 

1. Within two days following the death, the Medi- 
cal Examiner forwarded death certificates to the 
Bureau of Statistics. 

2. Data were transcribed on Home Accident Fatal- 
ity Report Form and forwarded to the District Health 
Office in which the accident took place. 

3. A District Public Health Nurse in the area in- 
volved made the home visit to obtain the needed 
epidemiologic data. 

In New York City there are about 700 public health 
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nurses who are doing generalized family health serv- 
ices. Each nurse is assigned an area in a district and, 
in addition to her other duties, makes all home visits 
as indicated in the respective area. In 1953, about 
360,000 home visits were made by the Department of 
Health nurses. 

The fatality report form contained 38 questions— 
the usual identifying data requested on a general 
death certificate and queries relating to activity at time 
of accident, object and agent involved, manner of in- 
jury, whether any handicaps were present and if any 
other person’s actions were involved in the accident, 
type of supervision and whether accident was prevent- 
able. A supplement also contained additional ques- 
tions relating to child’s mental and emotional status, 
whether such handicaps, if present, were in any way 
contributory. An inquiry was also made to determine 
whether the deceased or any other sibling or member 
of household had any accidental occurrences in the 
preceding 12 months. 

An accident for the purpose of this study was de- 
fined as an injury that required medical attention, 
absence from work or school or staying in bed for 24 
hours. 

The place of occurrence, parental mental and emo- 
tional status, whether family was previously known 
to the Health Department were also ascertained. 

The Public Health Nurse was asked to relate wheth- 
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er any other health problems were noted in the home, 
action taken and what follow-up visit was planned. 

The nurse was also asked to comment about the at- 
titude of the mother toward imparting the informa- 
tion; acceptance of visit by the family; time it took to 
complete a visit; whether such visits are helpful in pre- 
venting future accidents. Finally the nurse was re- 
quested to state her ideas about the value to the nurse 
of this kind of nursing activity. 

4. The public health nurse was directed to return 
through channels the completed form within ten days 
after it was received in the district. 

5. The completed form was analyzed, classified 
and tabulated by the senior statistician (H.R.) as to 
type of accident, age, sex, color, season, place of oc- 
currence and other associated factors. It was then for- 
warded for review, scrutiny and abstract to the Bureau 
of Child Health (Dr. H.J.) 

6. The total number of deaths during the study 
period number 153. Since contact for complete epi- 
demiologic investigations could not be made on 33 
children, this report will concern itself with the re- 
maining 120 that comprise the study group. 

There were additional accidental deaths during the 
period covered by this report which were not available 
for immediate investigation because the preliminary 
diagnosis at death was “undetermined” or “pending.” 
A final reporting of the cause of death is not made un- 
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til several months later. Such incomplete diagnoses 
most frequently occur in such cases as poisonings, suf- 
focation and other sudden deaths where there may be 
a suspicion of foul play. 

In the study group, for example, only three deaths 
are attributed to poisoning, whereas actually there 
were 19 deaths due to poisoning for the entire year in 
1953, and most of them actually occurred during the 
study period. 

7. All tables in this report deal with 120 accidents 
on which complete epidemiologic investigations were 
made. Table 12, however, which shows accident rates 
by district of occurrence and considers the socio- 
economic pattern of the district, is based on the total 
deaths for 1953 in this age group. 


Results 


A total of 120 fatal accidents were completely in- 
vestigated during the period of study. 


Cause oF AccIDENT (TABLE 1) 


Twenty-seven accidents (22.5 per cent) were caused 
by motor vehicles. The remainder (77.5 per cent) were 
due to falls, burns, suffocation, submersion, poison- 
ings and other causes, and occurred mainly in and 
around the home. The total number of fatal accidents 
in 1953 in the same age group, numbering 185, was 
likewise classified according to the same categories, 
and a striking similarity is noted in the incidence by 
cause. This finding indicates, that the sample under 
study is truly representative and does not include any 
bias. The discrepancy in “poisoning” is more appar- 





ent than real, since it is explained by the fact that a: 
accurate diagnosis was not yet established at the tim: 
of death and hence no special investigation was mad 


‘ at that time. There were actually 15 deaths due t 


lead poisoning alone in children under 6 in 1953 
Twelve, however, were not included in the study group 
for reasons already mentioned. 

Suffocation was number-one killer and occurred 
mainly in children under 1 year. While many deaths 
in this category were probably due to some underlying 
respiratory disease, a sizeable number of accidents due 
to “suffocation” were preventable. (This aspect will 
be discussed in greater detail under another heading.) 

Falls came next and accounted for 28 accidents in 
the study group. A majority of these were from win- 
dows from one level to another. If falls from fire es- 
capes were also included in this category, the number 
would be 20 out of a total of 28 (nearly 72 per cent of 
all falls). Thus, ordinary, elementary precautions di- 
rected to windows and fire escapes could prevent 72 
per cent of all fatal falls in this age group. 

Burns caused 17 deaths. They were due to various 
causes, such as playing with matches, and in the main 
were due to carelessness on the part of adults and a 
lack of ordinary supervision of children involved. 

Submersion was responsible for six fatalities. Most of 
these occurred in the home, in the bathtub or bathi- 
nette. 


AccIDENT Fara.iries By SEx, COLOR AND AGE (TABLE 2) 


Sex. A significant sex difference is apparent. Seven- 
ty-three fatal accidents occurred in males—and 47 in 
females. Thus the male child would appear to need 
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more supervision, for he is perhaps more venture- 
some, reckless and more daring at this age. 

Color. The rate for the nonwhite children was 26.7 
per cent—a much higher incidence than the per cent 
composition of the general population which is only 
16 per cent nonwhite. It is perhaps associated with 
socioeconomic conditions. 

Age. The highest number of fatal accidents occurred 
in the age group under 1 year (Chart 1). Of these, 
about two-thirds were due to suffocation attributed to 
various factors. Age 3 was the next most dangerous 
age—mainly because of accidents due to traffic. 

The third highest score was attained at age 1 year. 
In this age group, falls and suffocation were the pri- 
mary killers. 


PLACE OF FALLs 


In accidents caused by falls a window was the objeci 
involved in 12 (43 per cent). The bedroom was the 
most common place of occurrence and the living room 
was second. Other data are shown in Table 3. 


Season (TABLE 4) 


The highest prevalence of fatal accidents was in June 
and the lowest in January (Table 4). There were more 
fatal accidents (42.5 per cent) during the four summer 
months (June, July, August and September) than dur- 
ing any other four-month period. The late winter and 
spring months (February, March, April and May) were 
next in order, accounting for an additional 35.8 per 
cent. 


Part oF Bopy INVOLVED 


Head and neck injuries were dominant in traffic ac- 
cidents and falls (Chart 2). The other types of injuries 
showed no predilection for any particular part of body. 


SUPERVISION BY TYPE OF ACCIDENT 


Seventy-five children (62.5 per cent) in the study 
group were not under adult supervision at the time of 
accident. This was the case in 70 per cent of all traffic 
accidents, 100 per cent of the poisonings, 75 per cent 
of falls, more than 70 per cent of burns, about 40 per 
cent of suffocations, and 84 per cent of submersions. 

Among the children who were under the mother’s 
supervision at the time of accident, suffocation was the 
most frequent cause of death, accounting for 50 per 
cent of deaths. This does not imply that the mother is 
an undesirable supervisor. It merely reflects the age of 
the child. Most fatalities due to suffocation occurred 
in children under 1 year of age, and at this age they 
are nearly always under supervision of the mother. 

The type of injury most frequent under paternal 
supervision was a traffic accident. 
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It is apparent that too many children are totally 
unsupervised. Of those who were supervised, many 
were not under direct parental supervision. 


PARENTAL MENTAL OR EMOTIONAL STATUS 


In only five instances was a mental or emotional dis- 
order attributed to parents (Table 5). It must not be 
inferred from these data that the mother is more fre- 
quently afflicted than the father, since the mother was 
the person most often interviewed and since the ap- 
praisal was based largely on the reactions during the 
interview and the interpretation of the interviewer. 

Only five parents were reported to show definite 
signs of mental retardation. Because of the large num- 
ber of unknowns, it cannot be concluded whether the 
parental mental or emotional status is a contributory 
factor since this small number is hardly significant. 


RELATION OF HanpicaP TO FaTat ACCIDENT 


Six children in the study group had physical disa- 
bilities. One was mentally retarded and two were said 
to be emotionally disturbed. In only two cases could 
the accident in any way be related to the handicap. In 
none of the others could the handicap in any way be 
said to be a contributory factor. 

Two of the eight individuals with handicaps were 
accident repeaters. 


ACCIDENT REPETITION 


Only five children in the entire study group had a 
history of previous accidents and 92 per cent were 
definitely said to be previously uninvolved (Table 6). 
In five children it could not be determined whether or 
not previous accidents had been suffered. 





It is perhaps significant that two of the five repeat- 
ers were either mentally retarded or suffered from an 
emotional disorder. No conclusions can be drawn here 
because of the small number involved. 


SOCIOECONOMIC FACTORS 


Fifty-four per cent of families where fatal accidents 
occurred were previously known to the health depart- 
ment and were receiving direct services from the de- 
partment (Table 7). This is a much higher percentage 
than the city-wide average, which is approximately 25 
per cent. This would be an indirect evidence that ac- 
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cidents were more frequent in the lower socioeco- 
nomic population group. 

All fatal accidents in 1953 to children under 6 years 
were also analyzed by type of accident and district of 
residence. Accident fatality rates for the resident pop- 
ulation were calculated on the basis of 1950 population 
census estimates. The city-wide rate was 2.4 per 
10,000 of the population. Seven districts had a sig- 
nificantly higher rate than the city as a whole. All the 
districts in which high accident rates were found are 
poor socioeconomic areas where housing conditions 
are poor and overcrowding prevails. They also contain 
a large segment of nonwhites. 


PREVENTABILITY 


Each accident report form was carefully scrutinized 
by two of the authors (H. J., H. R.), and a child health 
consultant public health nurse. Unless there was unan- 
imous agreement, it was not included as a preventable 
accident. 

It was concluded from a critical study of the records 
that all categories of accidents, other than those due to 
“mechanical suffocation” were definitely preventable. 
Of those deaths attributed to “mechanical suffoca- 
tion,”’ it was believed that 26 were avoidable, and that 
it could not be definitely determined whether the 
others were preventable. Nearly all fatal accidents, 
according to this study, are most likely preventable 
if elementary precautionary measures are observed. 
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EFFECT OF THE Nurse’s VIsIT 


During the first year of the study, the report form, 
in addition to many other pertinent questions, in- 
cluded several queries relating to the productivity of 
the visit, and whether it should be included as a regu- 
lar nursing activity. More than 98 per cent of nurses 
answered affirmatively. 

It was felt that the home visit by the nurse after an 
accident is a valuable device not only for teaching 
safety measures, but an excellent opportunity for case- 
finding, public health teaching and referrals to appro- 
priate health agencies. 


Discussion of Data and Comment 


One of the most challenging problems confronting 
communities today is the staggering toll of needless 
accidental deaths and injuries. Chart 3 gives some idea 
of the magnitude of the problem in children under 6 
years of age. 

Health departments have been very successful in 
combating many infectious diseases by applying epi- 
demiologic principles and approaches. It is believed 
that these basic tools could prove just as effective in the 
control of accidents, for accidents do follow a distinct 
epidemiologic pattern. 

An effective control program must be predicated, 
however, on fundamental scientific and factual infor- 
mation concerning specific modes of causation and the 
various pertinent associated and determining factors. 

The specific agent, object, host and environment 
and their interrelationship and resultant impact must 
be investigated. 

Not only the physical, but the biologic, cultural and 
social environment must be taken into consideration. 
Above all, the human factors involved in an accident 
must be understood and given due emphasis. 

The entire family, background, the quality of parent- 
child relationship and all predisposing and existing 
factors must be identified and determined. 

Some unmistakable facts emerge from this kind of 
study. Childhood accidents vary with age, sex, season, 
color and socioeconomic conditions, and the type of 
accident is intimately linked with the child’s stage of 
growth and development. 

The highest incidence of fatal accidents is in the 
group under 1 year of age, and the most frequent cause 
is so-called “mechanical suffocation.” While some of 
these deaths were probably due to an underlying un- 
recognized infection, many were due to strangulation 
due to bedclothes. Several other deaths in this category 
were due to aspiration of small objects (a nickel, a 


grape). 


GP Volume XIII, Number 2 

















A careful review for preventability in the present 
study indicates that, in 26 “mechanical suffocation” 
occurrences, the accident might have been prevented 
if precautionary measures and reasonable care in put- 
ting infants to bed were observed. Only in ten cases 
was it impossible to determine definitely whether ac- 
cident was or was not preventable. 

Accident “‘proneness” was not a common finding. 
A distinct pattern could not be established for the re- 
peaters in this study, which is contrary to other re- 
ports. It is postulated that “‘repeatism” is probably not 
yet established as a pattern at this age. Definite con- 
clusions, however, cannot be drawn because of the 
small number involved. 

A disproportionate number of accidents occur in 
poor socioeconomic areas. It is seen that children in 
these areas with substandard housing and congested 
living conditions run greater risks than children of the 
more privileged class. The frequency of accidents is 
inversely proportionate to the social gradient. It is 
postulated that this phenomenon and the difference 
in the nonwhite distribution are not due to any in- 
herent constitutional factor of the respective groups, 
but are explained entirely on other bases (effects of 
poor housing, restricted play activities, size of apart- 
ments, number of individuals in household, lack of 
adult supervision because of mother working, igno- 
rance and carelessness and other such factors). 

Poisonings, especially lead poisoning, reveal inter- 
esting findings. They occur most frequently in ages 
2 to 4 years. Fifteen deaths were attributed in 1953 
to lead intoxication. Ten of these were in females and 
13 occurred during June, July and August. In nearly 
all, a history of eating paint off the walls and win- 
dowsills was obtained. Substandard housing is believed 
to be an important factor. 

A careful analysis indicates that at least 110 (92 per 
cent) of the fatal accidents in the study group were 
preventable. The remaining were in the “mechanical 
suffocation” category and may possibly have been un- 
preventable. It is believed, however, that closer atten- 
tion and supervision may have prevented an additional 
number of these. It is noted that 62.5 per cent in the 
study group were not under adult supervision at the 
time of occurrence, and that many lives were thus 
needlessly sacrificed because of parents’ sins of omis- 
sion. It is not advocated that a child’s normal play ac- 
tivities be curbed and that he be forbidden to learn and 
explore his environment, but he should be sufficiently 
guarded. 
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The Venous Hum in the Neck 


BY J. WILLIS HURST, M.D. 


Associate Cardiologist, Emory University Hospital 
Atlanta, Georgia 


IT Is NOT COMMONLY KNOWN that most normal child. 
have a continuous murmur in the neck. This murmur, 
called a venous hum, frequently resembles the “roar- 
ing” sound of a sea-shell and at times is quite loud. It 
is usually heard at the base of the neck and below thie 
clavicles. 

A venous hum is usually loudest on the right side 
but occasionally it is loudest below the left clavicle 
where it may be mistaken for the murmur of patent 
ductus arteriosus. 

The hum is sometimes heard along the left sternal 
border and may be mistaken for aortic regurgitation, 
especially if the diastolic component of the murmur 
is prominent. The normal venous hum varies consid- 
erably with breathing and breath holding. 

When the head is turned to the side, and the neck 
veins are placed on “the stretch,” the murmur becomes 
louder or changes pitch. When the appropriate neck 
veins are compressed with the fingers, the murmur dis- 
appears or changes pitch. The hum usually disappears 
when the patient lies down. 

The murmur is said to be due to the rapid flow of 
blood through the jugular veins into the jugular bulb 
and on into the superior vena cava. A murmur such 
as this also occurs in patients.in whom the circula- 
tion is rapid because of pregnancy, anemia, thyrotox- 
icosis or beriberi. 

An abnormal continuous murmur can be produced 
by: (a) a patent ductus arteriosus, (b) an aortic septal 
defect, (c) the collateral vessels of truncus arteriosus, 
(d) a congenital pulmonary arteriovenous fistula, (e) a 
traumatic arteriovenous fistula, (f) the rupture of the 
sinus of Valsalva into an adjacent structure and (g) the 
anomalous drainage of all the pulmonary veins into the 
right atrium or superior vena cava. The most common 
of these is a patent ductus arteriosus. 

During the first year of life, a patent ductus arteri- 
osus produces only a systolic murmur. After that 
period of time, the murmur becomes continuous 
but is still louder during systole and is heard best 
in the first and second interspaces to the left of the 
sternum. The typical murmur of patent ductus arteri- 
osus becomes progressively louder during systole, en- 
velops a loud second heart sound, and continues on 
in diastole with decreasing intensity. The murmur is 
not altered by the compression of the neck veins or by 
turning the head but may occasionally vary slightly 
with respiration. The murmer persists when the pa- 
tient lies down. 

The points listed serve to differentiate the normal 
venous hum from the abnormal murmur of patent ductus 
arteriosus. One should not forget, however, that it is 
common for both of these conditions to occur in the 
same patient. 
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The Colostomy Patient 


SOMATOPSYCHIC CONFERENCE 





He was extremely ashamed . . . a disfigured feeling. 


OF THE UNIVERSITY OF ILLINOIS COLLEGE OF MEDICINE 


Dr. HoLtenDER: For those of you who have not 
previously attended what we refer to as our Somato- 
psychic Conferences, I would like to say that our pur- 
pose is to consider the emotional reactions of a person 
to a particular disability. Today we will talk about a 
patient with a colostomy. 

Dr. Rosertson: The patient is a robust, 51-year-old 
Lithuanian mail carrier who had a combined abdomi- 
nal-perineal resection for carcinoma of the rectum in 
July, 1952. At surgery no metastases were found. The 
postoperative course was smooth, except for a trans- 
ient episode of cystitis. At the present time the patient 
has a well-functioning colostomy. 

At the first interview, he was cooperative and al- 
though self-contained, he seemed pleased to speak of 
his experiences. He spoke with a New England accent, 
and he had a pleasant, mildly stoic sense of humor. 
Although he never complained and he was overly 
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objective about his experience with the colostomy and 
so on, there was an undertone of sadness and nostal- 
gia, and his eyes were often moist. 

He told me he knew that he had cancer almost from 
the beginning. For several months prior to the sur- 
gery, he had blood in his stools which he first passed 
off as due to hemorrhoids. He became alarmed, how- 
ever, when the symptom persisted and particularly 
when he found a red streak in each stool. His family 
doctor proctoscoped him, and at this time he recalls 
hearing the doctor whisper to another doctor about his 
condition. Then he told the patient that he had a very 
serious tumor which required a major operation as 
soon as possible. 

He knew that he had a malignancy because this was 
the only thing that could require such an emergency 
operation. His wife was told that he had cancer and 
his wife and he discussed it freely almost from the 
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beginning. He said that because he had suspected it 
even before the proctoscopy, it was not such a shock. 
If he was going to die, that was fate, but he hated the 
idea of suffering and was constantly reassured by the 
absence of pain. He said, “I am not afraid to die. I 
have been in submarines and airplanes and I have 
gotten through it. When you go down in a submarine 
you never know if you will ever come up.” 

After an unsuccessful attempt to get into Hines 
Hospital, he was admitted to the Research Hospital 
about a month after the definitive diagnosis. During 
this fime his wife supplied him with optimistic maga- 
zine articles about cancer and he began to feel quite 
hopeful. He had been a follower of Christian Science 
for the past three years because he liked the quietness 
and the unpretentiousness of the services. He also 
found considerable relaxation in reading. Fle said to 
me, quite easily, that he never went along with the 
antidoctor attitudes. He did stress a number of times, 
however, that if a patient is nervous or doesn’t feel 
well, all the doctor can do is put him in the position to 
heal, but it is his job to get over the illness. Reading of 
all types has helped him to relax. 

He said that although the word cancer was not used, 
he was reassured by the optimism of the hospital per- 
sonnel and chatted with them a great deal. When he 
discovered his colostomy, he was somewhat shocked 
and transiently thought that rehabilitation would be 
impossible, but apparently from the beginning, he took 
an active interest in regulating it and immediately 
began thinking about new ways to make it easier for 
himself in the bathtub. He told me of various things he 
had thought of—to have a plastic tube that would lead 
into the toilet and so on. This is characteristic of his 
objectivity. Within two months he had devised a 
method of using a plastic bag and half a piece of Kotex 
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He was reassured by the optimism of the hospital personnel. 
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with a hole cut in it which he put between the bag aid 
the colostomy. This worked fine. He was very pleased 
that he had devised it himself. He has gotten over his 
initial shame and he now feels that people never know 
that he has a colostomy. Again, he showed me how 
little the bag showed through his pants. He had tried 
to wear a rubber bag previously, but he was self-con- 
scious about it. 

His wife told me—I called her to find out more de- 
tails—that during the first two months, he was ex- 
tremely ashamed. He wouldn’t even get out of the car 
to go shopping with her. She, apparently, took a very 
active role in reassuring him that people knew—their 
close friends knew—what he had. If he was very em- 
barrassed, they just would not see these friends. She 
said that he got over his shame quite easily. During the 
interview, he passed some flatus, and immediately 
said, sort of laughingly and without too much discom- 
fort, “See, there it goes again.” He has returned to 
mail carrying this past week. He had been told that he 
would never be able to. I think this was by his private 
physician. 

He also said that he has been impotent since the 
operation, and although some of his friends think that 
this is awful, he doesn’t mind it. His wife is getting 
used to it. His wife brought up the subject spontan- 
eously and said that he had had some difficulty with 
his potency before the operation. She is not, nor is he, 
sure of whether his potency will come back or not. 

His wife, who is a mild diabetic, is helpful in prepar- 
ing the diets. She has worked as a night operator for 
23 years. He made a strong point of the fact that 
throughout his illness he was financially secure, and 
said, “If a man worries, he doesn’t heal as well.”’ As 
to his diet: I don’t know what his routine is, but he 
was given a list of foods to avoid and initially he fol- 
lowed this religiously and he was afraid to be without 
the list. Initially, there was some emphasis on starches 
which was exactly opposite to what his wife had on her 
list. His wife seemed to get pleasure out of her capacity 
to handle the diets. As though she were telling me 
about the initial introduction of solid foods with a 
baby, she told how she introduced a vegetable here 
and a fruit there and so on, and how the diet became 
quite free within the first two months. He had one 
episode of some kind of enteritis with diarrhea for a 
week. He attributed this to tomato soup and now, as 
she said, he won’t touch a tomato with a ten-foot pole. 

Recently, he has had a number of dreams. They 
often involve returning home to Connecticut in the 
spring when the rivers are high and full of fish. He 
dreams that he flies there. He asked me if the altitude 
would affect his colostomy like it does the flow of a pen. 

The second time I saw him he told me that he was 
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born in a rural town in Connecticut and was the fourth 
of eight siblings. He vividly described his childhood 
environment and activities, especially fishing, hunting 
and harvesting tobacco. Although his Catholic parents 
worked very hard, he felt that his boyhood was happy. 
His father, a laborer in a mill, was rather aloof and had 
a quick temper when drunk. His mother was quiet and 
had little time for relaxation. It was difficult for him to 
give a clear picture of his feelings about people. Most 
of the discussion of his early life dealt with activities— 
with things rather than people. He recalled humor- 
ously that he had once been sprayed by a skunk. He 
had to bury his clothes. He said that he was embar- 
rassed, but quickly avoided the discomfort of it by 
going into a rather technical discussion of how the 
skunk sprays. This response seemed to be characteris- 
tic. 

When he was 16, his father died of pneumonia. He 
didn’t recall the details now of how he felt. At 18, he 
went into the Navy as a yeoman, and then at 22, after 
two years at home, he joined the Navy again as an 
engineer. His brothers and sisters who have all left 
home, are now in various parts of the country. The pa- 
tient has had infrequent contact with them. He last 
saw them when his mother died seven years ago of 
“old age.” 

He met his first wife on a train when he was 22, and 
after a brief exchange of letters—he was in the service 
then—he came to Chicago and married her. He said 
that she was very warm to him at first but unaccountably 
changed after they were married. One senses that the 
relationship was quite distant. He took her to Cali- 
fornia, where he was stationed, bought a house and 
planned for the future. He wanted to pay off the 
house, retire from the Navy and raise a family. Then 
he learned that his wife had been pregnant by another 
man when he married her and that she was 16 years 
old rather than in her 20’s, as she led him to believe. 

During his next trip to sea, she gave up the house in 
California and came to Chicago to live with her 
mother. When he left the Navy at 26, he came to Chi- 
cago to live with his wife. He took a job as a mailman 
and worked very hard. He has three children, all boys, 
25, 20 and 12 years old. Since his wife was promiscu- 
ous, he was in doubt about the paternity of all the 
children. Although “she never got breakfast for me 
and was irresponsible,” he stayed for the sake of the 
children, knowing that he would leave when they were 
grown. His relationship to his sons seems quite dis- 
tant. The thing that he did mention about them 
spontaneously was their lack of respect for him. This 
seemed surprising to him because his own father had 
demanded such respect from him and his brothers. 

About six years ago his wife began to go out more 
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Feeling his life had been a failure, he would do anything to get relief. 


frequently. They had many arguments, they didn’t 
sleep together and didn’t speak to each other for 
months at a time, except through the children. He says 
there was so much tension—and this is the greatest 
feeling he showed in the interviews—there was so 
much tension during this that he knew what it would 
be like to kill somebody. He felt a constant sense of 
impotent rage. 

Then he finally decided to get out—I don’t know 
what the last straw was—and left and lived in a hotel. 
He began drinking, became quite depressed and was 
unable to sleep. He was constantly haunted by the 
feeling of what a failure his life had been, and he felt 
he would do anything to get some relief. Finally one 
morning a horrible feeling of rage came over him and 
he slashed his wrist. 

He was taken to Cook County Psychopathic Hospi- 
tal and there he was discharged to the care of his 
brothers who took him home to Connecticut where he 
was among kind people whom he knew. He worked on 
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a farm and within six months came out of his depres- 
sion and he has never had a recurrence. He was di- 
vorced then, and in a year married his present wife, a 
widow, who is described as a‘hard-working, indepen- 
dent woman whose companionship he enjoys. He said 
about his depression: “I guess I was so furious at my 
wife that I took it out on myself.” 

Dr. Houenpver: It has been our custom to start 
with the surgeons. I wonder if they would like to make 
some remarks about this patient. 

Dr. StaucuTerR: I might say from the technical- 
surgical standpoint what formerly disturbed me is the 
habit of a great many surgeons in a patient with cancer 
of the rectum whose rectum they know they will re- 
move, not to tell the patient. They do it on the basis 
that the patient can adjust to a fait accompli far more 
easily than he can adjust to the situation in advance. 
I remember while in training when I first saw that 
done, I was horror-struck. I thought that it was cruel 
negligence to do that to a person. Now, from a some- 
what more mature point of view, I think it is the prac- 
tical way to handle human beings under these circum- 
stances. 

Only about 40 or 50 per cent of the males become 
impotent after a “combined,” and it isn’t always per- 
manent when it does happen. But after six months, 
the impotence probably is permanent. And I think—, 
he is 51, isn’t he? 

Dr. Rosertson: Yes, that’s right. 

Dr. StaucuTer: I think that there would be some 
psychic factor. 





Impotency due to neurologic and psychologic factors. 
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Dr. HoLienper: Is there any anatomical basis fo 
the difficulty with potency? 

Dr. SLAUGHTER: Dr. Bailey could probably tell you 
that better than I can. It is thought to be due to th 
removal of sympathetic fibers but, as far as I know, i: 
isn’t settled yet. 

Dr. Bamey: No, it is not settled, but we know that 
loss of seminal emission follows resection of the supe- 
rior hypogastric plexus. 

Dr. StaucHTerR: I know that a sympathectomy 
higher, from the neuroanatomical and functional 
standpoint, prevents ejaculation. 

Dr. Batey: Yes. 

Dr. SLAUGHTER: But it doesn’t prevent erection nor 
orgasm. 

Dr. Houtenper: At this point perhaps Dr. Suther- 
land would like to make some comments. 

Dr. SurHERLAND: Well, [’ll mention the urinary 
problem. In our group, there was a very marked dif- 
ference between the males and the females in the 
amount of urinary incontinence, and only one woman 
had any difficulty with the bladder, and she had a neu- 
rogenic bladder. She apparently had a spinal and 
ended up with a saddle anesthesia as well as her blad- 
der difficulty, She now has overflow incontinence. 

All the women who had urinary troubles invariably 
had cystoceles, which could be corrected by pessaries 
or repair, but frequently the symptoms of urinary 
incontinence were precipitated by the operation. The 
cystoceles became more marked. 

In males there was a high incidence of urinary tract 
infection, and it was almost invariably those who had 
urinary tract infection who became impotent. What 
that meant, I don’t know. There was also a very high 
incidence of transurethral prostatectomies in these 
people at a much younger age than one would expect. 
I believe the answer is not to be found purely in the 
neurogenic aspect, but in the position of the bladder 
in the pelvis and how it angulates over the prostate, as 
I understand it. In part, it might be a sort of relative 
urinary difficulty which could be corrected mechani- 
cally. I don’t believe anybody has very clearly demon- 
strated the mechanics of normal micturition. 

Dr. SLaucuTer: Not entirely. 

Dr. SuTHERLAND: There is a shift in the whole posi- 
tion of the bladder in the pelvis. In addition, we 
found that the impotence in these people was of all 
sorts. There were some who had erectile strength but 
could not achieve orgasm. Others had orgasm without 
erectile strength, and some had orgasm without ejacu- 
lation. We didn’t follow it up, but from other leads, it 
is apparent that ejaculation may be retrograde into 
the bladder. This occurs when the position through 
the verumontanum is changed. 
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These individuals may worry as to what happened. 
So this is one of the problems to be dealt with. Now 
the reaction to impotence has been interesting because 
a couple of men had difficulty long before their opera- 
tion and apparently were eager to give up the sexual 
function. To a certain extent they accepted this 
change, but both of them began to show paranoid 
notions. One of them clearly stated that he felt better, 
but the other said that having given up sex, he should 
no longer be indicted. He brought up the fact that 
Costello, who is now reformed, shouldn’t be indicted. 
In fact, when he was a sergeant he pulled people out of 
the Houses in France because he regarded sexual 
intercourse as unmanly. This was part of his rather 
profound sexual problem. So, when he became im- 
potent, he rather welcomed it, but his underlying 
paranoid ideas became much more manifest. 

It seems that there is a higher degree of impotence 
if a para-aortic node dissection is performed. I don’t 
know whether that happened with this man. In the 
patients operated since 1948 at Memorial, we find a 
higher degree of impotence, at least so I have been 
told. 

I would like to know how this patient irrigates his 
colostomy, if he does. Does he use a regular apparatus? 

Dr. Ropertson: I am sorry, I don’t actually know 
what his technique is. 

Dr. SUTHERLAND: This we have found to be of para- 
mount impertance because it is the only method these 
people have of gaining control. Patients are only too 
glad to go into infinite detail because this is the focal 
point of their lives. This is the point to which all else 
must be referred. One takes jobs and plans life activi- 
ties in relation to this central act of irrigating. This is 
true for a great many people. It is relatively uncom- 
mon for a patient to be flexible enough to regard irri- 
gations as subsidiary to other life activities. Now one 
woman irrigates from 1:00 a.m. till 4:00 a.m. to be sure 
that she will not be interrupted during the procedure. 
Privacy is absolutely the major thing. Others irrigate 
from 4:00 to 6:00 in the morning to be sure that they 
do not interfere with other people’s use of the bath- 
room. This is structured around the clock so that 
there is almost no time during the 24 hours that some- 
body somewhere is not irrigating. Many people have 
not only chosen the time of irrigation to suit their 
work but have chosen their work because it does not 
interfere with irrigating. 

The methods of control surrounding irrigations are 
extremely interesting. Many patients have devised 
rigidly held procedures, even though some of them 
are compulsive and wholly irrational. These seem to 
be geared to reducing anxiety. If patients can structure 
the situation very carefully they are less apt to have 
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One takes jobs and plans life activities in relation to this central act of 
irrigation. 


spillage or an untoward reaction during the irrigation, 
which is an act that is regarded with some degree of 
trepidation by a great many patients. 

The controls also include dietary controls. I am not 
clear in my own mind what the role of food is in the 
management of the colostomy patient. We know that 
they are given diets that are low in residue or told to 
avoid gassy foods. I have not been able to understand— 
what I think is medical mythology—what a gassy food 
is. We do know that patients have enormous numbers 
of beliefs about the food, and as you check down their 
diet list, there is no consistency from one to another, 
or very little or no consistency within the same indi- 
vidual. 

Dr. SLAUGHTER: Well, I think that is true. There are 
also marked idiosyncrasies in the gastrointestinal tract 
of any group of 100 normal people. 

Dr. SuTHERLAND: Yes, but I think the situation is 
modified by the belief that foods have very definite 
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Dietary control . . . the belief that foods have very definite effects on 
the irrigating procedure. 


effects on the irrigating procedure. Some patients be- 
lieve that they must take food to fortify the body 
against the onslaught of irrigating which they regard 
as rather horrendous. Others believe that the gastro- 
intestinal tract is too damaged to permit the intake 
of food at that time. Others have a special food such as 
prune juice which is taken ten minutes before she irri- 
gates. One person sips mineral oil during the irriga- 
tions. Another takes a glass of hot water exactly 24 
hours before she irrigates. Any number of foods, whose 
pharmacology as a carminative or a gastric settler is 
not fully determined, are very carefully structured into 
this process. 

And again, after irrigation some people feel that 
they are much too feeble to risk a meal, while others 
feel now that they are empty and free of toxic material, 
there is more room for food. We have also found 
patients with very definite replacement notions—those 
who equate the amount of food taken in with the 
amount of feces evacuated. This is like putting Lily 
cups in a machine—you take so many out and then 
so many go in at the top. The curious thing is that 
individuals who show the most profound hypochon- 
driasis have these replacement notions. 

The irrigating process is not, of course, without 
difficulties. I would like to know if this man had a 
great many reactidns to it. Some people develop 
nausea (which seems to be a reflex), sweats, tremors, 
gripes and so forth. Also, how much water is used? 
We have found an enormous variation in the amount 
of water, from 1 quart to 15 gallons at a crack. We have 
never been able to measure the amount used by one 
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man because he attaches himself to the shower hea: 
to blast the feces out. 

A number of people develop the notion that the, 
must be absolutely clean. The fecal material should 
be removed in toto because it is either poisonous or it 
might obstruct. There are three big fears—that they 
will obstruct, be poisoned, or have an unexplained 
or unscheduled spill. Consequently, they try to irri- 
gate until they are clean. This means that a very large 
amount of water goes in and gets lost. Actually what 
happens, as I think one x-ray study indicates, is that it 
refluxes well up into the small intestine, and then, of 
course, it is partly absorbed or comes out from time to 
time. The syndrome of lost water is a very real threat 
to these people. 

We feel, again, that the irrigating process is a key 
thing, since it is the only method the patient has for 
the establishment of control. If it is worked out so that 
he can maintain a pretty good schedule and if there 
are not too many irrational practices that use up all 
his available time, then he can make a pretty good 
adjustment. 

The highly compulsive individual may structure his 
whole life around the irrigations. We have one woman 
that has had to give up work because she irrigates 
sometimes as long as 12 hours a day. The rest of her 
life has no meaning. She has been very compulsive 
all her life. She toilet-trained her own son at 3 months 
and made him so anxious that he could not use an 
outside bathroom during his childhood. 

Another important aspect of irrigating is the time— 
not only the ime when but the time taken. Many of 
these people take clocks into the bathroom to be sure 
they irrigate exactly to the minute. 

Another thing—and that this man brings out—is the 
warmth shown by his wife. I would like to know if she 
enters into the irrigating process because, very com- 
monly, this is a semisocial event between the man and 
his wife. When there has been good rapport between 
them, it gives the patient a tremendous amount of sup- 
port. It breaks down the notion of unacceptability. 

On the question of accepting impotence, it has been 
our experience that where impotence is organically 
determined and where there has been a good sexual 
and emotional rapport before, the impotence does not 
necessarily affect the wife’s attitude toward her hus- 
band. When there has been a poor sexual rapport 
however, and especially when the wife has been frigid, 
the relationship regularly deteriorates. In these unions 
it seems that the man’s role is an economic one and 
sexual activity is only tolerated. Even though he fore- 
goes sexual activity, if work function falls off, his 
status in the home deteriorates and new tensions are 
created. I would guess, with this patient’s first wife, 
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things would have gotten much worse. He has now 
been back at work about six months postoperatively, 
which is about standard. 

Dr. StauGuTeER: His is an ideal job, isn’t it? 

Dr. SUTHERLAND: Well, he is carrying the mail. 

Dr. StauGHTER: He is outside and he isn’t in con- 
tact with people much. 

Dr. SUTHERLAND: That’s right. 

Dr. SLAUGHTER: He is active and has something to 
do constantly. 

Dr. SuTHERLAND: Yes, he apparently has not de- 
veloped profound feelings of invalidism. He has some 
support from his wife. His social life is apt to deteri- 
orate. It requires considerable help and encouragement 
in that area to move out. A thing that I think has been 
brought out is that here is a man who had made a 
suicidal attempt. This shows us that we cannot make a 
total prediction on a psychiatric diagnostic classifica- 
tion, but rather it must be made on how it fits into his 
world at the time. As to your question, Dr. Slaughter, 
whether to tell the patient or not—he apparently was 
not told about his colostomy before. He woke up and 
found it to be there. 

Dr. Rosertson: He was told about the colostomy, 
but he really couldn’t visualize it. 

Dr. SUTHERLAND: We have found that when a patient 
does know beforehand, occasionally you get one who 
feels that life in the future will be worthless. Such a 
patient may react with profound depression and at- 
tempt suicide or attempt to get out of the situation. 

Dr. SLAUGHTER: I have seen that, and I have seen 
patients refuse treatment, which, in a sense is a form 
of slow suicide. 

Dr. SuTHERLAND: Yes, the reactions differ. Those 
who don’t know what is going to happen to them may 
be very anxious to the point of serious disorganization 
previous to surgery, and those who do may be very 
depressed. The final adjustment is not predictable on 
those two things alone. It also depends upon what 
happens to them in the situation later. Now if this 
patient’s wife should die he would have a very dif- 
ferent problem because then he might feel unaccept- 
able. He could not marry again, partly because of the 
sexual problem and partly because of shyness about 
the colostomy. You might then get a very serious de- 
pression and you might have difficulty actually in the 
management of the colostomy. Time and again, the 
difficulty in spillage is associated with concurrent life 
situations. I have a feeling, in this state, that the 
colon is a lot more sensitive as an indicator without 
the buffering effect of the rectum and the anus. It is a 
lot more sensitive as an indicator of emotional upsets. 


Dr. StaucuTer. It is like Alexis St. Martin’s stom- 
ach. 
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Dr. SurHERtAND: Yes. Also what to many people 
would be an unnoticed attack of diarrhea is to them a 
major event which calls for a prompt retreat to their 
home and bathroom. 

Dr. Rosertson: I might say that his wife has taken 
an active part in the whole thing, not only with his diet 
but in thinking about how he should fix his dressings. 

Dr. SuTHERLAND: We find with a number of them 
that they don’t need a bag at all when the irrigating 
patterns are well established. It usually takes four to 
six months before regular control is established. A bag 
is usually forbidden at Memorial Hospital because of 
the fact that it predisposes to paracolostomy hernias, 
at least so they say. We have found that a number of 
patients will not go out of the house without a bag. 
Most people refuse to wear a bag because of the 
continuous odor. 

We have worked out a compromise in which we let 
them irrigate and then wear a bag as added insurance 
though the bag is loosely applied and catches nothing. 
They then feel that if they are in a theater or a sub- 
way, or in a trapped situation—these people live in 
great fear of having a bowel movement in a trapped 
situation—that they have this little added protection. 

Dr. Hottenper: I would like to ask you if it is 
necessary for a patient to irrigate after the first couple 
of months. I ask because I know of one man, who has 
had a colostomy for ten years, who maintains that he 
never irrigates. He uses a contraption which he de- 
vised himself which essentially consists of a buffered 
ridge below his colostomy opening. He maintains that 
he never gets into difficulty and does not regulate his 
life around his colostomy, except insofar as his food 
goes. There he has multiple idiosyncrasies. Things 
can’t be fried. You can take it only up to such and 
such a quantity, and you don’t eat certain foods at 
all, and so forth. He does not irrigate, or so he states, 
and I wonder about that. 

Dr. SUTHERLAND: There are patients who claim that 
they develop regular patterns of bowel movements— 
that they have been able to train themselves to evacuate 
once or twice a day. I believe that the average patient 
would be much too anxious to learn that. The irrigat- 
ing process gives these people some measure or feeling 
of control. I don’t know whether it is more efficient to 
spend an hour twice or three times a week irrigating, 
or to go through a very elaborate dietary ritual which 
seems to be more geared to the reduction of anxiety 
than toa true pharmacologic management of the bowel. 

Dr. Hanpter: I wonder whether you have any sta- 
tistics on how these people were bowel trained. You 
mentioned that in one patient you could tell by the 
way she treated her child how strict her own training 
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Dr. SUTHERLAND: We tried to get the best informa- 
tion we could as to what they did with their own chil- 
dren, how they felt, etc. 

Dr. Hanpier: That is a good point to emphasize. 
We are trying to teach that here. Most people don’t 
remember how they were toilet-trained, and unless 
they have done some reading, they tend to treat their 
children in the same way they were treated. 

Dr. SUTHERLAND: Yes. One of our most compulsive 
women never could bring herself to use a strange toilet. 
She would go 14 to 15 hours without urinating. She 
would get nauseated when she had to wash her chil- 
dren’s diapers, could never eat ice cream or butter 
because they were fecal-reminders. Then the demon 
housewife found herself with a colostomy. You can 
imagine what the impact of this was with feces all over 





Fear of dirt. Subconscious remembering of childhood toilet training. 
This spillage group has a lot of psychosomatic problems. 
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. the place. She used 12 to 20 quarts of water for three 


or four hours, with frequent spillage, until some of the 
basic problems were spelled out and it became easier. 
She is now down to 2 quarts and 35 minutes. Psycho- 
therapy has dealt with one of her basic problems. 

Most men believe their diet is responsible for their 
difficulties. Women indict emotional factors. The men 
who indicted their diets often had peptic ulcers, mi- 
graine and anxiety attacks. This spillage group has a 
lot of psychosomatic problems. 

Dr. Hottenper: I wonder if we could go back for a 
moment to the question of whether a patient should be 
informed or not informed before surgery that he will 
have a colostomy. I can imagine that if Dr. Rennecker 
were here he might suggest that not informing a pa- 
tient before surgery would put the surgeon on the side 
of the destructive force when the patient first discovers 
the colostomy, because any way we look at it, a de- 
structive procedure has been performed. It is one thing 
if the patient understands that it is being done as a life 
preservative and a life-saving measure, and it is another 
thing if the patient is not consciously reminded suffi- 
ciently of the necessity of the procedure. To remind 
the patient of the necessity of the procedure almost 
implies that we tell him beforehand what will happen 
and why. I wonder whether it alters the postoperative 
course, the relationship to the surgeon on that basis 
and, also, the relationship to the surgeon in terms of 
not knowing what to expect from him in the future 
since this thing happened all of a sudden and without 
warning. 

Dr. SLaAuGHTER: Well, most of my private patients in 
the last two or three years have been quite aware of 
colostomies and bowel surgery. I don’t know whether 
it is due to the Ladies’ Home Journal, the American 
Magazine or the American Cancer Society, but | 
haven’t had a patient with a rectal cancer in a year who 
didn’t ask me about a colostomy before I broached the 
subject. Of course, many of them had already seen 
other doctors. 

I compromise when they bring it up by simply say- 
ing that it is a possibility, it may have to be done, we 
can’t tell until we explore the abdomen, although | 
know perfectly well that it has to be done. In some 
cases, it is true you can’t tell. We face the fact that 
they may have it, it may be permanent, or temporary, 
or it may not be at all. They bring it up and are con- 
cerned about it. I present the three possibilities and 
simply ask them to leave it to me to make the decision 
on the basis of the necessity of the situation as I find it. 

Dr. Ho.enper: Then you dwell upon the necessity. 

Dr. SLAUGHTER: Oh yes, sure. 

Dr. Howenper: And the patient also has some 
awareness of the possibility of having a colostomy. 
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Therefore you have a patient who is really informed 
beforehand and not a patient who is uninformed. 

Dr. StauGHTER: That is true. The question, as I 
brought it up originally isn’t as important as it was a 
few years ago, at least not in my own personal experi- 
ence. The patient wants to know about it. Most of the 
patients I see have been referred by doctors in the 
clinic. They may have discussed it with them. 

Dr. HoLtenpEeR: What about the reactions in the 
past of patients who were not informed and suddenly 
discovered much to their surprise, or to their dismay, 
that they had a colostomy ? 

Dr. StauGHTER: My feeling—my impression—is 
that most patients naturally dislike it. Nobody wel- 
comes it, but most patients accept it, at least moder- 
ately gracefully, after a few days and adjust to the situ- 
ation. They meet it and carry on. I remember a number 
of patients who were told beforehand—and this was 
some time ago—who just blew up into hysterics and 
refused treatment. I know of one who committed sui- 
cide. It is an awful thing for a person, unfamiliar with 
the problem to have to face it, because his imagination 
is so much worse than the real situation. 

Dr. Hoienper: With the patient who is not in- 
formed or aware of the possibility of a colostomy, 
would you mention it at all? 

Dr. StauGuTer: I don’t know. That depends on the 
patient and how the situation appeals to me as I han- 
dle it. I would have no compunction about going ahead 
and doing a “‘combined” without telling the patient. 

Dr. HoLtENDER: So you individualize at that level. 

Dr. SLauGHTER: They know that they are going to 
have an abdominal operation for a tumor of the bowel. 
They know that much at least. 

Dr. Bamey: Is there any difference in the attitude, 
or in the ability to adjust to a colostomy between 
Catholics and non-Catholics ? 

Dr. SUTHERLAND: I don’t think so. I think it has to 
do with attitude about basic values that determine ac- 
ceptability to themselves and to others and the basic 
values that determine their ability to function as inde- 
pendent people. A highly compulsive Catholic or a 
highly compulsive Protestant ends up in about the 
same state. 

Dr. Harman: Along this line, Dr. Sutherland, I 
would like to ask: Do you have any hunch as to how 
compulsive these individuals were before? 

Dr. SUTHERLAND: Well, we measure that on the basis 
of what they and their family say they did, if they had 
to be on time, how their bureau drawers were arranged 
and so forth. When you have these rather exact be- 
havioral criteria, you can make predictions. If they 
show all these things, they are more apt to have trouble 
handling the bowel problem. 
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Feeling that life will be worthless . . . patient reacts with profound 
depression (like the sword of Damocies). 


Dr. Harman: Do you have any impression whether 
this group, prior to their illness, is any more com- 
pulsive than—? 

Dr. SuTHERLAND: Oh, oh, I see. Well, I don’t think 
our group is big enough to say. We have only 57 in our 
series and a few others beyond that. They seem to be a 
very law-abiding group, but I would hate to say, on that 
basis, that cancer of the rectum selects the more com- 
pulsive individual. I don’t think so. 

Dr. Harman: But they are certainly compulsive after- 
wards. 

Dr. SUTHERLAND: The compulsives get much worse, 
and the others use compulsive mechanisms for the con- 
trol of bowel function. We find also that these com- 
pulsive mechanisms come up in other types of opera- 
tions and that the ritualization is geared to control. 
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For four or five years, “Patient doing fine” . . . and then a note, “This 
patient has never accepted his colostomy.” 


There is another point I would like to make. We no 
longer say that an individual adjusts to or accepts his 
colostomy, thinking in terms of what he himself says 
about it, because there can be deceptively quiet pe- 
riods in an individual who has a very serious curtailment 
of function in various areas of his life. In other words, 
he may not be working very much, his social life may 
be curtailed, his marital relations may go down and he 
may have a great deal of preoccupation with spillage. 
There are some who continue to work fairly well with- 
out experiencing a great deal of anxiety but at the price 
of restricting social activity or sometimes with the 
necessity of restricting some sexual activity. 





Very magical and very structured to preclude anxiety that might other- 
wise exist. 
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We think things have to be spelled out in detail 
When we think of verbal acceptance, which the physi 
cian often does—the clinic records are full of it—the» 
you miss the impact of the experience as it really is and 
in terms of what it actually does to the individual’s life. 
I have seen records of patients at the hospital which 
show that they were “Doing fine,” “‘Doing fine,” “‘Irri- 
gating regularly,” so and so for a period of four or five 
years, and then a note, “This woman has never ac- 
cepted her colostomy.” Finally she has gotten around 
to complain. 

I think a lot of that is the result of the clinic situa- 
tion in which the doctor, in order not to be bothered, 
controls the situation by doing all the talking, keeping 
everything in order and never being quite alert enough 
to explore all areas that can be involved. One patient 
said she never could talk to the doctor when she was in 
knee-chest position. 

Dr. Sxiansky: I was wondering whether you ever 
observe rebellion against the ritual required by a colos- 
tomy ? 

Dr. SuTHERLAND: I have heard many expressions of 
resentment, but I have never seen anybody rebel. 

Dr. SKLANSKY: I meant forms of behavior that indi- 
cate an “antiritualistic” attitude, that is, they don’t 
want to go along with the necessary regularities. 

Dr. SuTHERLAND: I have heard them speak about 
hating the necessity of doing it and resenting the 
amount of time, but I have never seen anybody change 
his routine nor have I observed rebellion in other areas 
which I felt was a sort of rebellion. 

Dr. HoLtenpeR: From the discussion, I gather that 
there is an enforced focusing on anal functions as a re- 
sult of the procedure, and this brings out whatever 
latent compulsiveness there is within the individual, 
plus the fact that the procedure in itself requires a cer- 
tain amount of ritual. 

Dr. Harman: And so they would develop attitudes 
which we ordinarily attribute to an anal character. 

Dr. SUTHERLAND: I would have the feeling that the 
procedure of irrigating is ritualized beyond its needs, 
even in people who are not notably compulsive, as a way 
to maintain control or a feeling that they have control. 

Dr. Harman: The emphasis is on time and on—. 

Dr. SUTHERLAND: Time, regularity, food quality, 
procedures as highly structured as a High Mass. 

Dr. Hotienper: Very magical and very structured to 
preclude anxiety that might otherwise exist, is that the 
idea? 

Dr. SUTHERLAND: To prevent damage to the body, 
get proper irrigation, prevent spillage, and so on. 

Dr. Houenper: The patients feel that if they carry 
out the ritual then they will be spared from spillage, 
embarrassment and things of that sort. 
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Dr. SUTHERLAND: They hope they will, and it is the 
best guarantee they have. 

Dr. Howtenper: Yes. They apparently have some 
belief in it though. 

Dr. SUTHERLAND: They not only have belief in it, 
they know. 

Dr. Ho.ienper: I wonder, too, about another ques- 
tion. If I understand correctly, the colostomy patient 
has the greatest difficulty during the initial couple of 
months. Is that true? 

Dr. SUTHERLAND: Yes. 

Dr. Howtenper: And I wonder if, during that period, 
the individual develops some fears of using certain 
kinds of foods and various other things because he actu- 
ally has trouble during that time, and then if he is not a 
very adventurous soul, he may constrict his life from 
then on, whereas actually it may not be necessary. Is 
there any benefit in forewarning these people that they 
will have difficulty during the first couple of months 
and that after that time they will be able to tolerate 
many things that they won’t be able to tolerate ini- 
tially ? 

Dr. StaucuTer: I think so. That is perfectly true, 
true of gallbladder disease for that matter. I would like 
to say that this is a terribly important problem. I think 
the removal of a rectal cancer and closing the abdomen 
and creating a colostomy is less than half the problem, 
as far as the patient is concerned. We have a rule not to 
let the patient out until he is completely independent. 
They stay in the hospital longer but I think those days 
are important. To discharge a patient “‘as soon as pos- 
sible” I think is serious negligence on our part. I think 
the studies you have made are exceedingly important 
and should be brought more to the attention of the 
surgeons. We are the ones who are derelict if we create 
a functionally decompensated individual. 

Dr. SUTHERLAND: Invalidism may last for years un- 
less it is dealt with fairly early. 

Dr. HANDLER: Just one more general comment. Since 
Dr. Sutherland is at Memorial: “Do you find reactions 
to the name of the hospital?”’ I brought up this last 
time when I mentioned I had a relative who was op- 
erated on at that hospital for a carcinoma, who wasn’t 
aware that he had a carcinoma even though “cancer” 
is in the name of the hospital. 

Dr. SUTHERLAND: I have observed that people with 
true cancerophobias are so extremely anxious that they 
can hardly bear the mention of the word cancer. They 
almost always have other phobias, too. These are the 
people who have to be taken in by four wild horses. 
They even become very anxious when they accompany 
a relative when they themselves are involved in no 
other way. Most patients, however, do not object to the 
use of the name. 
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I think it is important when a patient at the ““Me- 
morial Center for Cancer” does not know that he has 
cancer. I am sure that is a motivated not-knowing, 
screening out or a denial of the implication of cancer. 
As such, it is a bright red light to me not to stir up 
anxieties. This is the group of patients who, I think, 
should not be told that they have cancer. When you 
force the knowledge down their throat, they get into 
serious troubles and develop anything from a profound 
depression to a paranoid psychosis. 

Dr. SLAUGHTER: Well, that is the first statement of 
criteria for which patient not to tell. I tried to get it 
from somebody last time. 

Dr. SUTHERLAND: It’s Finesinger’s policy to let pa- 
tients tell him. They come toward you. After you 
establish a rapport so patients can talk freely, they will 
talk. 

Dr. Houienper: In connection with that, I would 
say that the statement that the patient who wants to 
know will ask, is a guide post but not a rule of thumb. 
There is the patient who suspects that he has cancer or 
is practically sure that he has it, but doesn’t ask and 
thinks the doctor’s silence means that he is doomed. 
I am thinking especially of the person with an early 
carcinoma, let’s say, a person who requires a laryngec- 
tomy and has a good prognosis. If he is not told, he 
may squander a tremendous amount of energy in main- 
taining the denial because he feels he must deny if the 
doctor doesn’t speak about it. To him, the doctor’s 
silence means that he is far gone. 

At the other end of the pole, we can’t always take 
the patient’s statement “‘I want to know if I have cancer 
and I can take it.” As Dr. Bailey said last time, we 
sometimes run into the man who is whistling in the 
dark and who underneath is quite fragile. Such a man 
may crumble when confronted by the diagnosis of 
cancer. 

Dr. SuTHERLAND: I don’t think what I said is contra- 
dictory. When in talking, patients insist that they have 
a tumor or an inflammation—and after the rapport is 
good enough to find out what they are really thinking 
about, I certainly don’t disturb them. But the indi- 
vidual you spoke about—the man who has this fear— 
if you give him a chance to open up, he will usually tell 
you what he is thinking and then you can reassure him. 

Dr. Sxiansky: Yes. But, in the process of reassur- 
ing, don’t you eventually make the statement “tyes” or 
no’? 

Dr. SUTHERLAND: You sometimes don’t have to. 

Dr. SLAUGHTER: You usually don’t have to. 

Dr. SuTHERLAND: In reference to what Dr. Hol- 
lender said, I just want to mention that when a man 
comes in and says: “Doctor, do I have cancer?” that 
very often is a command for you to say: “No, you do 
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not have cancer.” You may get a panic reaction if you 
fall for that. 

Dr. Staucuter: I think that quite a large portion of 
the problem is in the connotation of the word “cancer.” 
You can tell patients that they have a malignant tumor 
and they will accept it. Not just tumor but a malignant 
tumor, and they know what malignant means. But use 
the word cancer—and bang—you can’t get that out of 
their mind. If you use that word, that’s the picture. 

Dr. Skiansky: Dr. Sutherland, do you have a feeling, 
from your experiences with these people, that some- 
how they all know? 

Dr. SLAUGHTER: Sure. 

Dr. SuTHERLAND: If they don’t know—. 

Dr. SLAUGHTER: The great majority of them do. Iam 
sure they do. 

Dr. SuTHERLAND: If they don’t know, it is a very 
seriously motivated not-knowing. Some people you 
can’t get to know, you can’t—. 








Dr. SLauGHTER: There are some people you can 
even tell. 

Dr. Gop: We have talked about a colostomy for » 
person who has carcinoma of the rectum. What about 
the patient with ulcerative colitis ? How do those people 
handle the situation? 

Dr. Hou.enper: Have you studied any ileostomy pa- 
tients? Do you have any comments, Dr. Slaughter ? 

Dr. Staucuter: I have a feeling that ileostomy pa- 
tients—I can’t prove this at all, though—perhaps get 
along better because their problem is so hard and, 
from that standpoint, so completely uncontrollable 
that they simply use a sealed Rutzen bag and forget 
about it. They might be happier than the others where 
there is always the possibility of control. 

Dr. SUTHERLAND: Well, it was that that motivated us 
to start the bag on top of the irrigation. The bag is the 
prophylactic against fear. Some of them feel a lot freer 
and actually discard the bag. 
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OTHER 
FEATURES 


Gout 





BY ROBERT J. GILSTON, M.D. 


Amsterdam, New York 


Characteristic involve- 
ment of first metatarso- 
phalangeal joint. Cellu- 
| litis-like extension to dor- 
sum is common. 








HAND 
SIGNS 











In the acute attack, inflam- 
mation follows deposition 
of urates. The cutaneous 
reaction extends beyond 
the joints. 


Tophi of olecranon, patel- 
lar, wrist and hand bursae 
are seen. 





With subsidence of the 
acute episode, the skin 
softens and peels. Dupuy- 
tren’s contracture may de- 
velop. 


The helix and antihelix 
are favorite sites for the 
asymptomatic, chalky- 
white tophi. 












Periarticular and articular 
tophi generate soft tissue 
and osseous deformities. 





Uric acid crystals are 
pathognomonic. They 
may be aspirated from 
tophi. 
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Discrete, punched-out Associated changes are sclerosis of renal, coronary and cerebral 
areas, decalcification, de- arteries. Sudden onset in a middle-aged male, great-toe arthritis, 
struction, lipping, hyper- intensity of pain, dramatic remissions and resp to colchici 
trophy and ankylosis. mark the acute attack. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP Department. 

This is the eighth of twelve from the 
University of Rochester School of Medicine, 
Rochester, New York. 


Practical Therapeutics 


THE TREATMENT OF CHRONIC PULMONARY DISEASE 


BY ROBERT E. NYE, JR., M.Da 


Department of Medicine, University of Rochester School of Medicine and Dentistry 


Rochester, New York 


IN A RECENT EDITORIAL, Meneely recalls a classification 
of disease dating at least from the 16th, and possibly 
from the 30th, Century B.c. According to this ancient 
physician, some diseases should be treated (and pre- 
sumably cured). Others should not be treated (that is, 
they should be given up as hopeless from the start). A 
middle category contained “ailments with which I will 
contend.”? Most chronic, nontuberculous diseases of 
the lungs fall into the last category. They cannot be 
cured, but much can be done to alleviate the suffering 
they cause. Good treatment, and the avoidance of fatal 
error, depend upon a sound understanding of the func- 
tional derangements produced by the disease; purely 
empirical treatment may lead to disaster. 


Pulmonary Emphysema 


Chronic obstructive pulmonary emphysema, at one 
stage or another of its development, exhibits most of 
the physiologic aberrations encountered in chronic 
lung disease of whatever cause. A discussion of its 
pathogenesis and treatment, therefore, serves as a good 
introduction to the treatment of pulmonary disease in 
general. 


ANTECEDENT INFECTION 


Most patients with. pulmonary emphysema give a 
long history of chronic cough, dry at first, then inter- 
mittently or continuously productive of sputum. The 
cough usually precedes dyspnea on exertion by many 
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years. The patient may date the onset of the cough 
from an acute attack of pneumonia or other recogniz- 
able pulmonary infection, or he may ascribe it to a 
source of chronic irritation such as smoking, or atmos- 
pheric pollution by dust, industrial fumes, and so forth. 

It has been postulated that edema of the bronchial 
wall and secretion within the bronchial lumen due to 
infection obstruct the expiratory air flow, especially 
during cough, which therefore results in some disten- 
tion of the alveoli. Once the alveoli are distended, they 
impinge upon the adjacent bronchi and compress them 
even more effectively during successive coughs. The 
vicious cycle has begun. Years of chronic cough, inter- 
spersed with episodes of acute bronchitis, lead eventu- 
ally to the permanent state of overdistention and coales- 
cence of alveoli with thin, fibrotic and inelastic or rup- 
tured walls which constitutes chronic pulmonary 
emphysema (Figure 1). 

The conclusion is clear that whenever an offending 
agent can be implicated as the cause of a chronic cough 
it should, if possible, be removed. Pulmonary infec- 
tions due to susceptible bacteria should be adequately 
treated by an appropriate antibiotic. (Note that this 
does not mean that every upper respiratory infection 
should be treated with antibiotics. Recent controlled 
studies have indicated that the use of antibiotics in the 
treatment of upper respiratory infections, except when 
indicated by a positive culture or at least by leuko- 
cytosis, exerts no favorable influence whatever upon 
the length of illness or the incidence of complications. 
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Figure 1. In emphysema the ribs are widely spaced, the diaphragm 
low and flattened, the lungs abnormally translucent. 


It does, however, presumably increase the number of 
resistant bacterial strains and hypersensitive patients.) 
The habit of smoking undoubtedly contributes to the 
severity and persistence of chronic cough in many 
instances. The decision to forbid it must take into ac- 
count not only the expected advantages of abstinence, 
but also the emotional difficulties and stresses involved 
in abandoning the habit. 


ALLERGY 


Long-standing bronchial asthma may eventually 
result in emphysema. Skin testing for allergens and 
attempts at desensitization are rarely of value in estab- 
lished emphysema, but may be worth trying. The 
patient may, however, be aware that certain irritants 
and climatic changes precipitate exacerbations of 
dyspnea. The therapeutic implications are obvious, 
though they may be difficult to put into effect. 
INTERCURRENT INFECTION 

Once a state of chronic pulmonary emphysema has 
developed, and the pulmonary reserve is sufficiently 
lowered, comparatively mild infections may precipitate 
severe respiratory failure. Under these circumstances, 
it is probably justifiable to employ antibiotics in the 
treatment of patients who develop sudden intensifica- 
tion of cough, dyspnea and cyanosis, even if the usual 
clinical evidences of bacterial infection, namely fever, 
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leukocytosis and positive culture, are absent « 
equivocal. 

Neo-penil, a diethyl-aminoethyl ester of penicilli:. 
is excreted into the sputum in levels exceeding thos: 
found in the serum, and should therefore be unusual, 
efficacious in the treatment of respiratory infections. 
However, the incidence of penicillin reactions has bee 
higher with this drug in our experience than with crys- 
talline or aqueous procaine penicillin. 

The intramuscular administration of aqueous pro- 
caine penicillin, 600,000 units daily, together with 
streptomycin, 0.5 Gm. twice daily for two weeks will 
produce amelioration of the infectious component of 
chronic pulmonary insufficiency in most cases. Such a 
course can be repeated several times a year as indi- 
cated. Before streptomycin is given in such a regimen, 
tuberculosis must be carefully excluded! Emergence of 
drug-resistant strains of tubercle bacilli must be 
avoided. 


BRONCHIAL OBSTRUCTION 


Bronchospasm, edema of bronchiolar mucosa, re- 
tention of secretions because of ineffective cough, and 
compression of bronchioles by surrounding overdis- 
tended alveoli combine to produce the ventilatory ob- 
struction that is the hallmark of obstructive emphysema. 

Bronchospasm and edema of the mucosa are most con- 
veniently treated by inhalation of bronchodilator aero- 
sols, which the patient can carry out for himself at 
home. An oxygen or compressed air cylinder connected 
by a Y-tube to the nebulizer allows intermittent pro- 
duction of aerosol by stopping and unstopping the 
open end of the Y-tube with the finger. Flow rates of 4 
to 6 liters per minute will allow the vaporization of 1 or 
2 cc. in a few minutes. Epinephrine, 1:100, Vapo- 
nephrine, 2% per cent, or Isuprel may be administered 
by this means. A hand nebulizer, operated by squeezing 
a rubber bulb, is perhaps more tiresome to the patient, 
but it can be carried about in the pocket and is cheaper 
to operate. For these reasons, the hand nebulizer is 
usually preferable. Patients should be cautioned to use 
as little as will produce relief, which may be only a few 
drops or even a few inhalations. If they are told to 
nebulize a fixed amount, they may inhale more than 
necessary, develop tremulousness and palpitations, 
and then abandon the treatment entirely. 

Inhalation of aerosol is more effective if performed 
by the so-called expiratory-inspiratory pause method 
of Miller. Before beginning the inhalation the patient 
makes a moderately full but not forceful expiration. He 
then takes in a deep, but not maximum, breath while 
administering the aerosol, and pauses for a few seconds 
at the peak of inspiration. The cycle is then repeated. 
at a rate of about eight per minute. This method is said 
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to reduce the tendency of patients with ventilatory 
obstruction to trap air in the lungs during successive 
deep inspirations. The dispersal of aerosol through the 
lung is thus made more effective, since it has a smaller 
volume of gas to diffuse into than is the case when 
trapping has occurred. 

For milder bronchospasm, ephedrine sulfate, 25 mg. 
orally three times a day, often suffices. When the sym- 
pathomimetic drugs lose their effect, as they may after 
a period of frequent use, their efficacy may be restored 
by withholding them for a time. For such occasions 
aminophylline given intravenously, intramuscularly or 
in rectal suppositories (in decreasing order of effective- 
ness but increasing order of convenience) is an excel- 
lent substitute. Aminophylline must be given slowly by 
the intravenous route (1 ml., or at most 2 ml. per min- 
ute of the 2.5 per cent solution). (Have a watch with a 
second hand in front of you while injecting!) More 
rapid injection occasionally results in sudden death. 
Aminophylline by mouth is of comparatively little value. 

In severe emphysema associated with physical signs 
of marked bronchospasm, which vigorous conservative 
measures have failed to relieve, one may resort to the 
use of adrenal cortical steroids and corticotrophin. By 
“vigorous conservative measures,” I mean adequate 
trial not only of bronchodilator drugs, but also of drugs 
intended to mobilize tenacious sputum and to control 
infection. The risk of widespread dissemination of la- 
tent infection by these hormones must always be 
weighed carefully before using them. For example, 
obscure tuberculosis may undergo miliary spread, lead- 
ing to the death of the patient in a few weeks. 

The ability of the steroids to relieve bronchospasm 
often exceeds that of the conventional bronchodilators, 
and often potentiates the action of the latter when used 
in conjunction with them. It has been postulated that 
they act by decreasing the response of the bronchial 
mucous membrane to allergens and by decreasing the 
inflammatory change in the bronchiolar walls. The 
steroids may be used with caution even when cor pul- 
monale is present, since improvement of the pulmonary 
lesion may improve pulmonary heart disease more than 
concomitant salt retention will aggravate it. Steroids 
are of little value in the absence of wheezing. 

Among the various steroid hormones available, hydro- 
cortisone appears to be a little more rapid in its action 
than cortisone, and to exert its effect in smaller dosage. 
Prednisone, according to recent preliminary reports, 
can be used in considerably smaller dosage than cor- 
tisone with comparable therapeutic effect but much 
less side effects. (For example, prednisone 30 mg. a 
day in divided doses for an adult until the desired 
therapeutic effect is obtained or until side effects ap- 
pear. The dose is then diminished by one 5-mg. tablet 
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a day every three or four days, depending on how 
well the remission is maintained.) It should be empha- 
sized again that these drugs are not without hazard. 
They may encourage and conceal the widespread dis- 
semination of latent infection, which may result in 
disaster, and some of them may accelerate cardiac 
failure by prompting the retention of salt. In addition, 
peptic ulcer and chronic pulmonary disease are asso- 
ciated with more than chance frequency. Steroid ther- 
apy may lead to perforation of an ulcer. 


RETENTION OF SECRETIONS 


This is a common and troublesome problem which 
contributes to bronchial obstruction. Cough may be 
made productive by any of the usual expectorant mix- 
tures (e.g., syrup of hydriodic acid, 4 cc. every four 
hours; or saturated solution of potassium iodide, ten 
drops in a glass of water every two or three hours until 
the cough begins to loosen, then at longer intervals). 
Adequate administration of bronchodilator aerosols 
often converts an unproductive cough into a productive 
one. 

Thick, viscous secretions, raised only with difficulty 
by prolonged coughing, may be converted to thin, 
watery sputum raised with comparative ease by the 
administration of a detergent, Alevaire. This may be 
administered continuously as a mist at the rate of 500 
cc. per 24 hours, or intermittently in 3 to 5 cc. amounts 
as a vehicle for aerosol medication. 

Sometimes a patient whose cough reflex is very much 
depressed as a result of chronic bronchial disease will 
be made temporarily worse by measures aimed at raising 
sputum. For this reason, it is well to explain to the 
patient what is being attempted, and remind him to 
cough frequently. The place of the new enzyme aerosols 
in the reduction of sputum viscosity is not sufficiently 
established. It appears that they are effective, but they 
are also irritating. 

Mechanical measures for assisting the patient to raise 
sputum include the regular use of postural drainage, 
especially if there is coincident bronchiectasis. Pneu- 
moperitoneum sometimes assists the patient to cough 
productively. The exsufflator of Barach, which pro- 
duces expiratory air flow rates exceeding those of nor- 
mal cough by applying negative pressures at the mouth, 
is also effective in raising retained secretions that the 
patient is unable to deliver by himself. 


DYSFUNCTION OF THE CHEST BELLOWS 


The loss of the normal tendency of the lung to re- 
tract, plus the bronchiolar obstruction, place upon the 
chest wall and diaphragm an unusually large share of 
the responsibility for expelling air from the lung. In an 
attempt to perform this function with greater force, the 


113 








) 
| 
| 
/ 
} 
| 
1 | 
} 


chest assumes the familiar hyperinflated position with 
increased anteroposterior diameter, and wide subcostal 
angle, and the accessory muscles of respiration in the 
neck and shoulder girdle are brought into play. 

The diaphragm, which is low and flat because of the 
overdistended lung above it, is still capable of contract- 
ing during inspiration. However the dome no longer 
descends; instead the opposing costal margins are 
drawn together with resulting decrease in the volume 
of the chest cage, rather than increase. Meanwhile, 
since the whole chest cage is being drawn upward by 
the accessory muscles of respiration, the diaphragm as 
seen fluoroscopically seems actually to move toward 
the head during inspiration instead of toward the feet. 
In addition, since the diaphragm is so nearly flat, it is 
unable to withstand the increased variations in intra- 
thoracic pressure that have been shown to accompany 
emphysema, and it billows downward during expiration 
and upward during inspiration in response to these 
changes. This is the so-called paradoxical motion of 
the diaphragm. 

Restoration of normal bellows action may be at- 
tempted by several means. The only permanent and 
irreversible damage is the loss of the elastic fibers of 
the lung. Relief of bronchospasm has been shown to 
reduce the state of distention of the lung, thus permit- 
ting the chest cage to operate in a more normal and 
effective position. Breathing exercises, designed to re- 
store some measure of diaphragmatic function by forc- 
ing the patient to concentrate on the use of the ab- 
dominal wall during respiration, produce symptomatic 
improvement. The mechanism by which this improve- 
ment is effected is, however, open to debate. The in- 
duction and maintenance of artificial pneumoperitone- 
um elevates the low diaphragm when the trunk is in 
the erect position and produces marked symptomatic 
improvement in some subjects. Those with flaccid belly 
walls may require the addition of an abdominal binder 
to produce elevation of the diaphragm. In some sub- 
jects, particularly those who are somewhat obese, the 
desired elevation of the diaphragm can be produced by 
the use of an abdominal belt alone. Improvement, when 
it occurs, is manifested by reduction of exertional dysp- 
nea and increase in the effectiveness of cough. 


DEFECTIVE EXCHANGE OF RESPIRATORY GASES 


Optimum exchange of oxygen and carbon dioxide 
can take place only in an alveolus that is well ventilated 
and well perfused with blood. In emphysema, a large 
number of alveoli are either well ventilated but poorly 
perfused, or well perfused but poorly ventilated. Thus 
much of the labor of ventilation is wasted, and an ap- 
preciable proportion of mixed arterial blood has been 
incompletely oxygenated. Transfer of oxygen from 
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alveolar air to blood is further impeded by fibrosis «:' 
alveolar walls. 

The principal cause of defective gas exchange, how - 
ever, is the reduction of the number of “effective” alve- 
oli, in which the ratio of ventilation to perfusion is ai 
or near the optimum value for gas exchange. This has 
the effect of drastically reducing the effective area of 
alveolar diffusing surface, with two important con- 
sequences. 

First, a large gradient of oxygen partial pressure is 
required to drive oxygen across the restricted mem- 
brane at the necessary rate. This gradient is obtained 
largely at the expense of the arterial blood oxygen ten- 
sion, which consequently is greatly reduced, leading to 
cyanosis. 

Second, since the alveolar ventilation, like the effec- 
tive alveolar diffusing surface, is reduced, the alveolar 
carbon dioxide concentration must be raised above 
normal in order to excrete the metabolic output of car- 
bon dioxide. This can be achieved only by elevated 
blood carbon dioxide levels, and carbon dioxide re- 
tention is the result. This situation is in contrast to 
that observed, say, in diffuse interstitial fibrosis of the 
lungs where profound anoxia occurs as a result of more 
or less uniform impairment of diffusion of oxygen across 
the alveolar membrane. Carbon dioxide diffuses across 
membranes about 25 times as rapidly as oxygen, how- 
ever, and carbon dioxide retention cannot occur on 
this basis. Hence these patients have anoxia with nor- 
mal or low blood carbon dioxide levels. The difference 
from the point of view of relief of anoxia is of the utmost 
importance. 

The importance of relieving anoxia by administering 
oxygen has long been understood and a recital of meth- 
ods for doing so is not necessary. It has only recently 
become apparent, however, that it is possible to kill a 
patient with severe emphysema by giving oxygen in the 
usual way. Severe, chronic carbon dioxide retention re- 
sults in dulling of the sensitivity of the respiratory cen- 
ter to carbon dioxide, so that hypoxia is left as the 
principal stimulus to respiration. Administration of 
oxygen removes this stimulus, and further hypoventila- 
tion occurs. More carbon dioxide is then retained, and 
a pronounced respiratory acidosis occurs which may 
be fatal (Table 1). 

The syndrome is easily recognized at the bedside. 
A cyanotic but alert patient becomes pink and lapses 
into drowsiness or coma when oxygen is administered. 
When oxygen is withdrawn, he turns blue and wakes 
up. Among the laboratory procedures ordinarily avail- 
able, a high venous serum carbon dioxide content 
(above 35 mM./L.) gives warning that a patient may 
be susceptible to this effect of oxygen administration. 
Respiratory acidosis may also be precipitated in sus- 
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‘ ceptible patients by the administration of quite small 
doses of morphine, barbiturate or other drugs that 
depress respiration. 

When one.is obliged by the depth of anoxia to ad- 
minister oxygen to such a patient, two alternatives are 
available. The first, which usually suffices, is to ad- 
minister oxygen at slow rates (for example, 1 L./min. 
by nasal catheter) intermittently. After several hours, 
if no dulling of the sensorium occurs, the rate is raised 
to 2 L./min. intermittently and so on. In this way 
hypoxia may be partially relieved without producing 
respiratory acidosis and coma. Meanwhile, it is to be 
hoped that other measures, such as antibiotics and 
bronchodilators, are improving ventilation sufficiently 
to permit the output of carbon dioxide from the lungs 
in more normal alveolar concentrations. 

Some severely ill patients, however, will not tolerate 
even small rates of oxygen administration without de- 
veloping coma. In such cases, the use of artificial respi- 
ration may be life-saving. The Drinker body respirator, 
combined with the performance of tracheostomy to 
permit suction of tenacious secretions and reduction 
of respiratory dead space, appears to be the means of 
choice. Mechanical hyperventilation increases carbon 
dioxide excretion. As the blood carbon dioxide level 
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falls, the sensitivity of the respiratory center to this gas 
is restored, so that the patient can maintain more nor- 
mal ventilation when removed from the respirator. 
Also, if ventilation is artificially maintained at adequate 
levels, oxygen may be administered without fear. In 
my experience, reduction of carbon dioxide retention 
and improvement of acidosis may require a number of 
days in the respirator, and the patients initially have 
great difficulty synchronizing their own inefficient 
respirations with the machine. Hence, respirator treat- 
ment should not be undertaken lightly. 

Respirator treatment may also be necessary to re- 
store ventilation in a patient with advanced pulmonary 
emphysema who has inadvertently been given a res- 
piratory depressant drug. Depression due to morphine 
may be counteracted by the administration of Nalline, 
intravenously if need be, although Nalline itself has 
been shown to reduce the sensitivity of the respiratory 
center to carbon dioxide. 

The carbonic anhydrase inhibitor, Diamox, in addi- 
tion to its use as a diuretic, is capable of reducing the 
serum carbon dioxide content and pH. Some im- 
provement in pulmonary function and in symptoms 
may be noted by the patient coincident with these 
changes. However, the pretreatment symptoms and 
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chemical abnormalities tend to return after about two 
weeks of continuous medication. 


Putmonary Hypertension, CouGH Syncope, 
Cor PULMONALE 


Hypertension in the pulmonary artery, as measured 
with the cardiac catheter, is the usual finding in ad- 
vanced pulmonary emphysema. This is due partly to 
anatomic changes in the vascular bed of the lung, and 
partly to reversible physiologic changes. The hyper- 
tension has two practical consequences: the develop- 
ment of right ventricular failure, and the development 
of cough syncope. 

Right ventricular failure due to pulmonary disease 
resembles right ventricular failure due to other causes, 
and is manifested by venous engorgement, hepatomeg- 
aly and edema. The treatment is also the same as in 
the right ventricular failure from other causes: name- 
ly, digitalis, sodium restriction, diuretics and rest. 
Phlebotomy should be performed if polycythemia is 
present. 

The result of such measures alone is usually less re- 
warding than in the treatment of primary heart failure, 
however. More is to be gained by the vigorous treat- 
ment of the emphysema. It will often be found that, 
with the control of infection and improvement of ven- 
tilation, the heart failure will readily come under con- 
trol, at least for the time being. 

Cough syncope is an interesting complication of pul- 
monary hypertension. The pulmonary artery pressure, 
in a few subjects, may rise so high during a paroxysm 
of severe cough that the right ventricular output is 
completely suppressed. The peripheral arterial pres- 
sure falls drastically, with the production of syncope 
and even convulsions. Remission of this condition 
may sometimes be brought about by treatment of the 
underlying cause of pulmonary hypertension. 


Bronchial Asthma 


The term “bronchial asthma” applies to any condi- 
tion characterized by paroxysmal bronchospasm in 
which the sputum contains eosinophils. Two types 
are recognized: extrinsic asthma, which occurs in 
younger individuals, usually with either a family history 
or other stigmas of the allergic state; and intrinsic 
asthma, which begins in middle or later life and is not 
preceded by other allergic manifestations. In the first 
type, circulating antibodies or positive skin reactions 
to one or more antigens can be demonstrated. In the 
second type such a connection cannot usually be 
established. The therapy of the acute attack is little 
affected by the type of asthma; the long-term manage- 
ment differs somewhat from one type to the other. 
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Tue Acute ATTACK 


The principal agents in the relief of an acute asth- 
matic attack are bronchodilators. To the list of those 
discussed above should be added the subcutaneous 
administration of epinephrine 1:1000, and the intra- 
muscular injection of epinephrine in oil, 1:500. 

A word of caution is in order. A nocturnal attack of 
bronchial asthma may be distinguished only with the 
greatest difficulty, if at all, from an attack of cardiac 
asthma before the development of intra-alveolar edema 
in the latter gives rise to the tell-tale moist rales. Even 
if rales are present, they may be due to bronchiectasis. 
If there is any possibility of confusion, the use of ami- 
nophylline intravenously avoids the hazards of giving 
epinephrine to a patient with left ventricular failure or 
morphine to a patient with bronchial asthma as a result 
of a mistake in diagnosis. 

When the attack fails to respond rapidly to broncho- 
dilators but persists for hours or days, additional 
measures include the use of expectorants, including 
detergent mists, such as Alevaire, and large doses of 
potassium iodide, since much of the bronchial obstruc- 
tion, particularly in intrinsic asthma, is provided by 
the extremely tenacious, rubbery sputum. Substitution 
of helium for nitrogen in the inspired gas makes ven- 
tilation easier. Infection, if present, is treated with 
adequate doses of an appropriate antibiotic. Sedation is 
provided by paraldehyde, or by rectal ether in oil (but 
never by morphine). In desperate cases it is said that 
general anesthesia with ether will interrupt status 
asthmaticus. When the status has been cleared by 
means other than epinephrine, it will usually be found 
that the latter drug is again effective in treating acute 
attacks. 

The use of cortisone, hydrocortisone, corticotro- 
phin, prednisone and prednisolone in severe refractory 
bronchial asthma has been reported successful. The 
last two, according to recent reports, have the largest 
therapeutic margin between relief of bronchospasm and 
production of edema. The danger of masking the 
spread of infection with these agents must be borne 
constantly in mind by those who use them. 


LONG-TERM MANAGEMENT 


In the extrinsic form, meticulous attention must be 
paid to the identification of allergens by means of the 
history, skin tests, food elimination tests and so on. 
The allergens, when identified, should be removed from 
the environment if possible. If this is not possible, 
desensitization is necessary. Even if not specifically in- 
criminated by skin test, exposure to common allergenic 
substances such as house dust should be minimized 
by keeping the house as free as possible of dust, damp- 
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induced molds, pets, feather or Kapok pillows, and 
so on. 


More than the usual care should be taken to avoid 
respiratory infections, which often precipitate attacks. 
If colds are found to produce asthma in a given patient 
with considerable frequency, the routine administra- 
tion of 0.5 cc. of epinephrine in oil intramuscularly at 
the beginning of each infection may abort many 
asthmatic attacks. 

The incidence of bronchiectasis in bronchial asthma 
may be greater than is often suspected. If bronchiec- 
tasis is sufficiently localized to be resectable, and the 
associated emphysema is not so far advanced as to pre- 
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clude operation, pulmonary resection may on occasion 
greatly reduce the severity and frequency of asthmatic 
attacks. 

The obvious role played by the psyche in the pro- 
duction of attacks in many patients is easy to assert, 
nearly as easy to defend, but very much harder to 
abolish by psychotherapy. It is important, however, for 
the physician to recognize the connection. 

Long-standing asthma eventually becomes compli- 
cated by emphysema, and at times by pulmonary heart 
disease with failure. In this case the additional thera- 
peutic measures that are described above will be 


called for. 
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Figure 2. Use of ACTH in certain cases of pulmonary granuloma- 
losis. A beryllium worker complained of dyspnea, cough and fatigue 
(a). One year later (b) his symptoms and x-ray findings had pro- 
gressed. T~eatment with ACTH was begun, 25 mg. intramuscularly 
four times a day. The dose was tapered off gradually after one week. 
The whole course lasted 23 days, and the total dose was 1.5 Gm. 
Two months after ACTH was begun (c) his chest film showed some 
clearing. His exercise tolerance improved, his vital capacity in- 
creased by 500 cc. and his arterial blood oxygen saturation rose from 
an abnormally low level (84 per cent) to a high normal level (97 
per cent). Clinical improvement was maintained. One year later (d) 
further clearing was evident in the x-ray. Three years after treat- 
ment (not shown) the chest film is apparently normal. 





Figure 3. The hazard of hormone administration. This patient had 
Hodgkins’ disease proved by node biopsy. Following one course of 
x-ray treatment, an infiltration appeared extending into the right 
upper lobe. This was thought to be due to Hodgkins’ disease. There 
was no clinical evidence of tuberculosis. A second course of x-ray 
treatment was given, and administration of prednisone was begun. 
Deterioration was rapid and the patient died within three months. 
Autopsy revealed tuberculous pneumonia. 
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Bronchiectasis 


As a result of recent large-scale surveys of unselected 
populations, it has become apparent that the older 
prognostications concerning bronchiectasis, which were 
based largely on series of patients observed in hos- 
pital, are perhaps unduly gloomy. It nevertheless 
remains true that the only way to cure established 
bronchiectasis is to resect the involved lung tissue 
completely. 

This implies that the bronchial tree has been ade- 
quately studied by bronchography beforehand so that 
no unsuspected focus of disease is allowed to remain 
behind. 

When the disease is so extensive, or the pulmonary 
reserve is so reduced, that pulmonary resection is out 
of the question, conservative management rests largely 
on the use of antibiotics and of postural drainage. 
Postural drainage, performed three or four times a day 
for 15 or 20 minutes, should employ those positions 
which produce the greatest amount of sputum, or 
which are suggested by the location of disease as de- 
termined by bronchography. The use of antibiotics, 
here as in the other diseases previously discussed, is a 
problem about which no flat statement can be made. It 
is true that administration of the appropriate antibiotic, 
or combination of antibiotics, is capable of drastically 
reducing the daily sputum volume and improving the 
sense of well-being. However, continuous antibiotic 
administration, as has been pointed out, has certain 
undesirable concomitants, chiefly the tendency for 
overgrowth of new, resistant pathogens and the danger 
of sensitizing the patient. The former objection can be 
overruled if facilities are available for periodic culture 


of sputum (Table 2). 
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Pulmonary Fibrosis and Granulomatosis 


Pulmonary fibresis accompanies, in greater or lesser 
degrees, all chronic lung disease. It occurs as the 
primary and principal pathologic change in a number 
of conditions, most of which are relatively uncommon, 
such as silicosis and scleroderma, and as a sequel 
either to various infections, notably influenza, or to the 
inhalation of noxious agents such as sulfur dioxide. It 
also occurs without known predisposing factors as the 
Hamman-Rich syndrome (diffuse interstitial pulmo- 
nary fibrosis). 

Pulmonary granulomatosis of noninfectious origin 
occurs principally in Hodgkins’ disease, in sarcoidosis 
and in the granulomatosis of beryllium workers. The 
majority of these diseases are characterized clinically 
by exertional dyspnea, cough and cyanosis, although 
symptoms are more constant and severe in the reticular 
diffuse forms than in those with x-ray manifestations 
chiefly of nodularity. Indeed, pulmonary disability in 
sarcoidosis and silicosis may be quite mild in compari- 
son with the x-ray changes. For reasons explained 
above, significant carbon dioxide retention does not 
occur unless complicating emphysema is present. 

Treatment of these conditions is largely sympto- 
matic, and consists of the control of intercurrent in- 
fections, relief of anoxia by the administration of oxygen 
where necessary (the patient may rapidly become de- 
pendent on oxygen) and the control of distressing 
cough by cough suppressants, such as codeine sulfate. 

Note that in all the diseases discussed previously, the 
use of cough-depressing drugs has not been recom- 
mended. A general rule may be formulated: In any dis- 
ease whose pathogenesis includes bronchial obstruction 
or spread of infection by retained secretions, the use of 


GP February 1956 





cough-depressing drugs is fraught with hazard. They 
should be used only to secure brief interludes of rest 
for an exhausted patient when no other means suffice. 
The physician who administers them should be pre- 
pared to assume the responsibility for treating the 
atelectasis or increased ventilatory insufficiency that 
may result. 

The effect of cortisone and corticotrophin in this 
group of diseases is variable, depending, at least large- 
ly, on the diagnosis (Tab/e 3). Thus beryllium granulo- 
matosis often responds favorably, both subjectively and 
objectively, and in mild cases the remission may be of 
considerable duration (Figure 2). In scleroderma, on 
the other hand, there is usually no effect. In sarcoidosis, 
the incidence of remission has been found to be slightly 
higher in treated patients than in untreated controls. 
Tuberculosis, always a potential hazard in sarcoid, 
may complicate steroid treatment explosively (Figure 3). 
Three cases of the Hamman-Rich syndrome, recently 
reported, improved on steroid medication only to de- 
velop severe exacerbations of dyspnea and cyanosis 
leading rapidly to death when the drug was stopped. In 
Hodgkins’ disease there may be improvement in general 
well-being, of a temporary nature, sith little influence 
upon the objective criteria of the disease. 

In summary, the use of steroid hormones and corti- 
cotrophin sometimes results in temporary benefit, and 
occasionally in long-lasting improvement. In poorly 
selected cases, however, improvement may be followed 
by sudden deterioration and death when the drug is 
stopped. It follows that it is unsafe to employ these 
drugs at random in cases of pulmonary fibrosis of un- 
known etiology. When the etiology is known, treat- 
ment may be undertaken if the disease is one known to 
respond favorably. 

















Tuberculosis in Resected Specimens 


In A sTuDY of 43 resected specimens, Logan showed 
that the extent of the tuberculous pulmonary disease 
that is seen on the roentgenogram does not always cor- 
respond closely to the extent of the disease found at 
operation, or when the lung is dissected. The correla- 
tion was good in slightly more than half of the specimens 
examined and fair or poor in slightly less than half. It 
appeared that caseous foci must be more than 0.5 cm. 
in diameter and must be calcified before they become 
visible by x-ray. Other factors affecting the roentgeno- 
graphic findings were the presence of the breast shadow, 
deviation ef the heart to one side, and thickening of the 
basal pleura. Thus, a poorer correlation was found 
more often in disease of the lower lobe and in female 
patients. 

The most surprising feature of the study was that, 
in sections of lung taken from areas that appeared nor- 
mal on roentgenographic and macroscopic examina- 
tion, almost every slide showed evidence of tubercu- 
losis. One quarter of the specimens examined showed 
active disease widely scattered throughout the speci- 
mens, although there were no macroscopic or roent- 
genographic findings to indicate its presence. (Am. Rev. 
Tuberc. 17 :830, 1955.) 


Serum Amylase in Mumps 


IN A SERIES OF 44 CasES of typical mumps, Warren 
found that concentrations of serum amylase were ele- 
vated in about 80 per cent of the patients—serum 
lipase in about 70 per cent of the patients. He con- 
cluded that the serum amylase test might be used as a 
diagnostic criterion when the diagnosis of mumps is in 
doubt. 

The height of the serum amylase level correlated 
with the severity of the disease, the height of the fever, 
the severity of the parotitis, and the presence of 
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Tips from Other Journals 


nausea and vomiting. The author provided support for 
the thought that mumps is an inflammation of the sero- 
zymogenic glands throughout the body (salivary 
glands, pancreas and intestinal glands in the crypts of 
Lieberkiihn). There were no instances of pancreatitis 
in the series, but involvement of the intestinal glands 
was thought to be reflected by clinical manifestations 
of gastroenteritis. (Am. J. M. Sc., 230: 161, 1955.) 


White Bile 


HAWTHORNE AND STERLING have reported two cases of 
biliary tract obstruction in which “white bile” was 
present in the common bile duct, and have discussed 
the importance of this clinical finding. The first was a 
64-year-old diabetic, hospitalized because of abdomi- 
nal pain and jaundice, and a palpable right upper 
quadrant mass. At operation for obstructive jaundice, 
the liver was enlarged, firm and of a greenish discolora- 
tion. Clear, slightly pink fluid was found in the bile 
ducts. Stones were removed from the common bile 
duct, and T-tube drainage was instituted after chole- 
cystectomy. Acholia persisted for three weeks after 
drainage of the common duct. Reversal of the albu- 
min-globulin ratio and other altered liver function 
tests gradually returned to normal, but reoperation was 
required because of stricture of the common duct. Fol- 
lowing choledochoduodenostomy, the patient made an 
uneventful recovery. 

The second patient was a 32-year-old housewife 
operated upon because of jaundice and abdominal pain, 
with a preoperative diagnosis of hydrops of the gall- 
bladder and common duct obstruction. At operation, 
the common duct was edematous, narrowed and con- 
tained only clear mucoid secretion. A calculus was re- 
moved from the ampulla of Vater by the transduodenal 
route, and after cholecystectomy, common duct drain- 
age was instituted. Jaundice subsided gradually, and 
the color of the biliary drainage returned to normal. 
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Reoperation was necessary because of stricture forma- 
tion, but after choledochoduodenostomy, she made a 
satisfactory recovery. 

The authors stated that “white bile” indicates ab- 
sence of liver bile from the duct system due to hepatic 
insufficiency. Although such cases often end fatally, 
the authors stated that when it is due to benign ob- 
struction of the ducts, or to hepatitis, it does not neces- 
sarily indicate a poor prognosis. They stated that early 
surgical intervention is indicated when, in a patient 
with obstructive jaundice, the serum bilirubin is 
stabilized or decreasing in the absence of positive 
proof that bile is reaching the intestinal tract. (Am. J. 
Surg., 90: 397, 1955.) 


Dilantin Therapy and Hypertrichosis 


CHRONIC TREATMENT with Dilantin produced excessive 
growth of body hair in, 16 epileptic children treated by 
Livingston and his colleagues. Hypertrichosis ap- 
peared between two and three months after therapy 
was begun. It occurred predominantly on the extensor 
surfaces of the extremities, although in several children 
it also appeared on the trunk and face. No evidence of 
hormonal disturbance was found. 

In 12 of the 16 patients, hypertrichosis disappeared 
within one year after withdrawal of the drug. It has 
persisted in four who are on continued maintenance 
with Dilantin. This effect was related neither to the 
dosage used nor to the type of epilepsy. (J. Pediat., 
47 :351, 1955.) 


Dissecting Aneurysm 


DISSECTING ANEURYSM of the aorta occurs most often in 
association with hypertension. Here, sclerosing lesions 
of the small nutrient arteries of the media adequately 
account for the dissection. However, dissecting aneu- 
rysm also occurs under other circumstances in which 
the pathogenesis has seemed quite obscure. Now, Bean 
and Ponseti have provided an interesting account of 
basic research that may partly explain the tendency to 
aortic dissection in conditions such as idiopathic medi- 
al necrosis of the aorta, Marfan’s syndrome, and preg- 
nancy. 

The story begins with experiments in growing rats— 
experiments intended to clarify the scoliosis and dis- 
ease of cartilage matrix that can be induced by a diet of 
legumes. This condition (experimental lathyrism) was 
found by Ponseti to be complicated by fatal aortic dis- 
section in 38 to 75 per cent of rats in different experi- 
ments. The aortic lesions started in the media, seemed 
due to a defect in the binding power of the ground sub- 
stance. Such lesions seemed related to the other lesions 
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of lathyrism—occurred in areas where the ground sub- 





















































stance contains chondroitin sulfate—presumably were 
the result of action of an antimetabolite on that impor- 
tant mucopolysaccharide. 

When Bean and Ponseti reviewed their clinical ex- 
perience with dissecting aneurysms in man, they found 
that skeletal deformities (kyphoscoliosis in particular) 
had been prevalent enough to imply that some cases of 
dissection may have a pathogenesis similar to experi- 
mental lathyrism. The authors speculated also on the 
possible application of their data to Marfan’s syndrome 
(basically a mesodermal defect) and to pregnancy (in 
which there is some evidence to suggest a disorder of 
ground substance). (Circulation, 12: 185, 1955.) 


Cardiac Metastases 


IN A CLINICOPATHOLOGIC sTUDY of 315 deaths from ma- 
lignant tumors in a series of 1,007 consecutive autop- 
sies, Cohen, Peery and Evans found cardiac metastases 
in about one-fifth of the tumor cases. Four types of neo- 
plasms—breast cancer, bronchogenic carcinoma, ma- 
lignant lymphomas and malignant melanoma—ac- 
counted for the great majority of cardiac lesions (see 
diagram below). 

In a patient known to have malignant disease, the 
possibility of cardiac metastases might be suggested by 
cardiac failure, arrhythmias, evidence of cardiac com- 
pression or distortions of the cardiac contour in a chest 
film. (Ann. Int. Med., 42: 1238, 1955.) 


Significant drop in blood pressure 


Improvement in retina 


Treatment of Disseminated Coccidioidomycosis 


ALTHOUGH HUMAN INFECTION with Coccidioides immitis 
usually has relatively benign effects, there is a form of 
disseminated coccidioidomycosis that has been uni- 
formly fatal. Knowing of the good effects of stilbami- 
dine and 2-hydroxystilbamidine in the treatment of 
some other mycoses, Snapper and coworkers decided 
to try similar therapy in the serious form of coccidi- 
oidomycosis. They used 2-hydroxystilbamidine because 
of its lesser toxicity. 

Seven patients having disseminated coccidioido- 
mycosis were treated with large doses of the drug. Two 
of the patients died of the disease. The remaining five 
patients have survived for long periods after treatment 
was stopped. These patients seemed to have been bene- 
fited by the drug. They did not appear to have been 
cured. There was evidence of persistent low-grade in- 
fection. There were no serious toxic effects of the drug. 

The authors concluded that 2-hydroxystilbamidine 
suppressed the disease—made five of the seven patients 
well enough to resume usual activities. This experience 
seemed to justify the suggestion that the drug should 
receive further trial in this form of coccidioidomycosis. 
Meanwhile, the authors noted, search continues for 
other stilbamidine derivatives with more specific action 
upon Coccidioides immitis. (Ann. Int. Med., 43: 271, 
1955.) 
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Reversal of Hypertensive Retinitis 


BurRNETT AND Evans treated 56 patients with grade III 
hypertension for four to 31 months using hypotensive 
drugs. Fifty-three had a significant drop in blood pres- 
sure, while 34 of the group showed improvement in 
the fundi with absorption of hemorrhages and exudates. 
Of 22 patients with grade IV hypertension, 16 showed 
a significant drop in blood pressure, while in 17 there 
was improvement in the changes in the fundi (see dia- 
gram above). 

Various combinations of the newer hypotensive 
agents were used (Rauwolfia serpentina, reserpine, hy- 
dralazine hydrochloride, hexamethonium and pento- 
linium). The authors feel that the drugs themselves 
are not without danger unless the doses are carefully 
controlled. For this reason, they suggest that the treat- 
ment should be initiated in the hospital. Patients should 
also be taught to take and record their own blood pres- 
sure. (New England J. Med., 253:395, 1955.) 


Splanchnicectomy and Hypertensive Retinitis 


Huntincton anp Evans believe that with the advent 
of modern drug therapy, especially combinations of 
hypotensive agents, the indications for splanchnicec- 
tomy have further diminished. They recommend this 
procedure for patients with hemorrhagic eyegrounds 
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Significant improvement in blood pressure 


and rapidly rising diastolic pressure, with or without 
coincidental papilledema, who are still young and who 
still have good kidney function, whose prognosis is 
statistically grave, with one to four years’ life expect- 
ancy. A low sodium diet, if that is found necessary in 
subsequent months, is the next therapy that should be 
used, and then the addition of drug therapy. In their 
experience these latter two adjuncts are more effective 
after sympathectomy. 

The authors recognize that the advent of the new 
hypotensive drugs raises a question that will take many 
years to answer: Is sympathectomy superior to drug 
therapy? They state that even if the results of drug 
therapy and surgery are the same, a sympathectomy 
may prove to be the treatment of choice in certain 
young patients with grade III or grade IV hyperten- 
sion so that they may not need to be dependent on 
drugs for the rest of their lives. Also, the additional 
weapon of drug therapy would then be available if 
hypertension recurred. 

In 54 of the 89 patients with grade III hypertension 
who underwent splanchnicectomy, the ocular fundi no 
longer showed any hemorrhagic retinitis. In 67 per 
cent, the blood pressure fell to a satisfactory level. Of 
the 16 patients with grade IV hypertension, still alive 
following splanchnicectomy, 13 obtained a satisfactory 
fall in blood pressure, while 12 showed disappearance 
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of the hemorrhagic retinitis and papilledema (see dia- 
gram above). (New England J. Med., 253: 398, 1955.) 


Annular Pancreas 


TENDLER AND CivuT! collected 60 surgically treated cases 
of annular pancreas from the literature, and found an 
over-all mortality rate of 20 per cent. They felt this 
anomaly to be due to adherence of the tip of the right 
ventral anlage of the pancreas to the duodenal wall. 
During dorsal migration of the intestinal tract, a bridge 
of pancreatic tissue may form around the duodenum 
containing a main pancreatic duct. 

In many cases of annular pancreas, they found that 
chronic interstitial pancreatitis was present. Compres- 
sion of the common bile duct occurred in some in- 
stances. In others, gastrointestinal ulcerations were de- 
scribed. The most common operative or autopsy find- 
ing was duodenal obstruction, more or less marked, 
with dilatation of the proximal duodenum. 

The clinical symptoms of annular pancreas were de- 
scribed by the authors as disturbances, more or less 
marked, resulting from gastrointestinal obstruction. 
Epigastric pain and distress, anorexia, nausea and 
vomiting were common. Loss of weight and frequent 
meconium stools occurred in afflicted newborn 
infants. 


123 








The intensity of signs and symptoms was in direct re- 
lation to the degree of duodenal obstruction. In mild 
cases, the symptoms disappeared for indeterminate pe- 
riods or remained minor. X-ray findings were typified 
by a “double bubble” appearance. In incomplete ob- 
struction, the x-ray diagnosis was made more easily 
during periods of remission. In some minimal cases, 
the annular pancreas was discovered incidentally dur- 
ing a surgical exploration. 

In treatment of this condition, the authors made 
several recommendations depending upon the degree 
of obstruction. Where the annular pancreas presented 
a simple band-like constriction, duodenojejunostomy 
was advised. Where a massive enlargement of the an- 
nulus precluded this procedure, they recommended a 
gastroenterostomy. In the presence of pancreatic dis- 
ease as well as duodenal obstruction, subtotal gastric 
resection with gastrojejunostomy was performed. When 
jaundice occurred due to common duct obstruction, 
they suggested cholecystenterostomy. (Surgery, 38: 
298, 1955.) 


Mass Civilian Burn Casualties 


SCHENK AND HIS COWORKERS have reported the results 
of their treatment of 20 burn casualties in children 10 
to 12 years of age in a Buffalo school fire. Eleven of the 
patients were burned seriously. All of the five who 
died had burns involving 60 per cent or more of the 
body surface. 

All casualties were examined and screened on arri- 
val. Eleven were found to have more than 20 per cent 
of the body surface involved. These were treated in the 
emergency rooms; the remaining nine were sent to the 
wards. In this way, efficient use of the personnel and 
facilities could be accomplished. After screening, 50 
per cent of the cases required 95 per cent of the doc- 
tors’ and nurses’ time. The authors agreed with other 
writers that rarely does a victim survive a burn in ex- 
cess of 50 per cent of the body surface, and rarely does 
a patient die with a burn of less than 20 per cent of the 
body area. They stated that in civilian disasters the 
rigidity of screening must depend upon the number of 
casualties. 

Seriously burned patients were placed on sterile 
sheets. No attempt was made to treat the burns them- 
selves until a polyethylene catheter had been placed in 
a vein and fluid replacement was well under way. The 
authors did not recommend excessive transfusions be- 
cause of the danger of administering many more red 
cells than are acutely destroyed. Except for the possi- 
bility of the transmission of serum hepatitis, they rec- 
ommended the use of plasma and plasma expanders 
during the early post-burn period. Fluid requirements 
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were determined by the urinary output to a large ex- 
tent, and electrolytes were administered as indicated 
In-lying urethral catheters were employed in most s« 

verely burned individuals. Tracheostomy was recom 

mended before the onset of edema in individuals sus- 
taining severe burns of the face and neck. All severely 
burned patients received penicillin prophylactically ai 
first, but other antibiotics were employed later as in- 
dicated. No antibiotic was found suitable for the con- 
trol of burn sepsis and septicemia. 

After the first few hours, under complete asepsis in 
the operating room, occlusive petrolatum-gauze pres- 
sure dressings were applied. After seven or eight days, 
all dressings were removed by immersing the patient 
in a bathtub of lukewarm water. Thereafter no dress- 
ings were used. The patients were placed in bed be- 
tween sterile sheets. After removal of the dressings 
there was no odor, and the patients were more com- 
fortable. The authors recommended dressings for the 
first few days, however, because of the danger of in- 
fection in the widely open burned areas. (Arch. Surg., 


71: 196, 1955.) 


Resistance to Infection 


BALCH HAS sTupDIED the antibacterial defense system in 
a group of severely wounded war casualties with and 
without post-traumatic renal insufficiency. Measure- 
ments were made of the phagocytic activity of circulat- 
ing leukocytes, of the body’s capacity to synthesize 
specific antibody and of the plasma complement levels. 
These findings were then related to other clinical data, 
and an attempt was made to assess their significance in 
the development of infection. 

A significant depression was found in the ability of 
neutrophil polymorphonuclear leukocytes to engulf 
bacteria during the first 24 hours or so of severe wound- 
ing. The author suggested that this depressed neutro- 
phil activity may have been related to the administra- 
tion of relatively large amounts of stored blood, or to 
adrenal cortical hyperactivity. Phagocytosis returned 
to normal in approximately 48 hours. Elevation of the 
total white blood count was found in patients who had 
received the equivalent of two or three total exchange 
transfusions within a few hours of injury. 

Complement activity in most cases following acute 
hemorrhage fell within the control series. The replace- 
ment of complement was similar to that observed in 
dogs. In experimental animals, the removal of 50 per 
cent or more of circulating complement by plasma- 
pheresis was usually followed by a return to normal 
serum titers within 24 hours. The phagocytic activity 
of leukocytes in the patients was not necessarily re- 
lated to the amount of circulating complement. 
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No evidence was found that battle casualties, with or 
without acute renal failure, were more likely to develop 
infection due to any abnormality of the antibacterial 
defense mechanisms studied. The author suggested 
that other factors, such as the amount and nature of 
damaged tissue, the length of time from wounding to 
operation, and the adequacy of débridement, were of 
more importance in the development of wound infec- 
tions. (Ann. Surg., 142: 145, 1955.) 


Enzymes in Aerosol Sprays 


THE PANCREATIC ENZYMES, trypsin and desoxyribo- 
nuclease, appear to complement each other. Trypsin 
acts chiefly on nonpurulent materials, while desoxyri- 
bonuclease lyses substances responsible for the vis- 
cosity of purulent exudates. 

Farber and his associates reported that inhalations 
of vaporized trypsin were not clinically helpful in the 
treatment of bronchial disease. The viscosity or puru- 
lence of sputum was not altered and an increase in 
cough was common. On the other hand, clinical im- 
provement was noted when desoxyribonuclease was 
added. 

Because of frequent untoward reactions—hoarse- 
ness, cough, hemoptysis, dyspnea, wheezing, fever 
and chills—these investigators made cytologic studies. 
Atypical cells appeared in the sputum of one-half the 
patients studied. These persisted and sometimes be- 
ame more prominent months after therapy was dis- 
continued. 

A series of animal experiments was then undertaken. 
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A strain of mice having a predictable incidence of pul- 
monary tumors was used. Trypsin by aerosol did not 
increase this incidence, but desoxyribonuclease- 
treated animals showed a 250 per cent increase in the 
incidence of pulmonary tumors. 

The authors stress that no correlation has been 
proved between the susceptibility of animals and 
humans to carcinogens. However, these studies em- 
phasize the need for caution in the approach to enzy- 


matic therapy. (Lab. Invest., 4:362, 1955.) 


Tissue Levels of Tetracycline 


IN EQUIVALENT DOSES, tetracycline gives higher con- 
centrations in serum and in cerebrospinal fluid than 
its analogues, chlortetracycline and oxytetracycline. 
Knowing that there had been a paucity of reports com- 
paring tissue levels of these three drugs, Brannick and 
associates at the Mayo Clinic set out to correct that 
deficiency. 

The investigators made simultaneous measurements 
of drug concentrations in the serum and in thyroid 
tissue of patients undergoing thyroidectomy. Concen- 
trations in thyroid tissue were seen to parallel those in 
the blood serum and were as shown in the diagram 
below. 

The authors warned that these findings do not 
establish tetracycline as the “drug of choice” among 
this group of broad-spectrum antibiotics. There are 
bound to be cases in which tests of organism sensitivity 
dictate selection of oxytetracycline or of chlortetra- 
cycline. (Proc. Staff Meet., Mayo Clin., 30:380, 1955.) 
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Pancreatitis 


ALTHOUGH THE ETIOLOGY of pancreatitis is not known, 
O’Brien and Thayer indicate that alcoholism and con- 
comitant gallbladder disease were among the most 
commonly suspected etiologic factors. in their 108 pa- 
tients with proved pancreatitis. They noted that 51 
per cent of the group drank to excess. The initial at- 
tack or exacerbation appeared to be precipitated by an 
alcoholic bout. That alcohol is by no means a universal 
etiologic factor is shown by the fact that 25 per cent of 
their patients were abstainers. Thirty-two per cent of 
their patients had gallbladder disease in some form. 

The authors believe that the treatment of acute pan- 
creatitis should be nonsurgical, having several aims. 
The first of these is the suppression of pancreatic func- 
tion by constant gastric suction and the administra- 
tion of atropine. 

The second is the control of pain by the use of 
Demerol hypodermically and, less frequently, pro- 
caine blocks of celiac axis and splanchnic nerves or ap- 
propriate epidural area. The third purpose of therapy 
is to counteract the “infectious component” of the 
disease. This is accomplished by the intramuscular in- 
jection of penicillin and streptomycin. 

Proper fluid and electrolyte replacement is also 
necessary. Insulin therapy is used for acute diabetes if 
present. Finally, calcium gluconate, approximately 1 
Gm. a day intravenously, is given to correct calcium 
deficiencies when present. Although the mortality from 
conservative therapy was only 8 per cent, over half the 
patients so treated continue to have attacks of pan- 
creatitis. This emphasizes that conservative therapy in 
itself, although it has a low mortality for the individual 
attacks, does not prevent further attacks in the ma- 
jority of patients so treated. 

Definite indications exist for operations because of 
various complications and associated conditions. In 
patients with associated gallbladder disease, cholecys- 
tectomy was accomplished with or without common 
duct drainage after the acute episode of pancreatitis 
had subsided. The best results were obtained in these 
patients. Surgical therapy is also performed in the 
presence of pancreatic abscess or cyst. 

Many procedures were used in the treatment of the 
patients with chronic relapsing pancreatitis. The vari- 
ety of procedures employed is a reflection of the in- 
adequacy of the individual methods. The authors 
noted that prolonged common duct drainage, in the 
presence of chronic pancreatitis, protected against re- 
current attacks as long as the common duct tube was in 
place. This universal protection suggests the use of an 
operation that will direct the flow of bile from the duo- 
denum. (New England J. Med., 253:355, 1955.) 
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Nystatin in Coccidioidomycosis 


Nystatin (Mycostatin) was shown by Gordon and his 
associates to be inhibitory for Coccidioides immitis. 
When mice were infected intraperitoneally with ( 
immitis and treated soon afterward with repeated doses 
of 1.0 mg. of nystatin, there was a marked reduction in 
mortality. However, when treatment was delayed be- 
yond the eighth day after infection, the results were 
not so good. (Am. Rev. Tuberc., 72: 64, 1955.) 


Uses of Sulfonamides 


Yow RECALLS attention to the value of sulfonamides in 
prophylaxis or treatment of infectious diseases. In re- 
cent years new forms of these drugs have been de- 
veloped—forms that have significantly reduced the 
prevalence of untoward side effects. When sulfadiazine 
supplanted earlier compounds, toxic reactions became 
rare, except for renal involvement. That latter compli- 
cation of drug therapy has been controlled by develop- 
ment of sulfonamide mixtures and of more soluble 
compounds, 
Yow’s tabulations of the current uses for sulfona- 
mides can be outlined as follows: 
A, Diseases in which sulfonamides are as effective as 
antibiotics 
. Meningococcal infections 
. Shigella dysentery 
. Trachoma 
. South American blastomycosis 
. Cholera 
. Inclusion conjunctivitis 
B. Disewses i in which sulfonamides are usually effec- 
tive 
. Pneumococcal pneumonia 
. Urinary infections due to coliform bacilli 
. Lymphogranuloma venereum 
. Streptococcal infections 
. Gonococcal infections 
. Anthrax 
C. Diseases in which sulfonamides are of value in 
combination with antibiotics 
1. Actinomycosis (+ penicillin or iodides) 
2. Pneumococcal meningitis (+ penicillin) 
3. H. influenzae infections (+ streptomycin or chlor- 
amphenicol) 
4. Friendlander’s pneumonia (+streptomycin or 
tetracycline) 
5. Brucella infections (+ streptomycin) 
6. Plague (+-streptomycin) 
Sulfonamides have several other advantages. Al- 
though they are not so valuable as penicillin in treat- 
ment of hemolytic streptococcal infections, once the 
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streptococci have been eliminated, prophylactic ad- 
ministration of sulfonamides will usually prevent rein- 
fection. This has a special application in prevention of 
rheumatic fever (by prevention of streptococcal rein- 
fections). Also sulfonamides do not seem to favor the 
development of superinfections in the way some anti- 
biotics do. Finally, sulfonamide therapy is distinctly 
less expensive than most types of antibiotic therapy. 
(Ann. Int. Med., 43: 323, 1955.) 


Primaquine in Falciparum Malaria 


ASIN THE CASE of Plasmodium vivax, primaquine has its 
most powerful effects on the early tissue stages of 
Plasmodium falciparum. Arnold and his colleagues in- 
fected 95 nonimmune white volunteers with Plasmodi- 
um falciparum. These subjects were then given single 
doses of primaquine on one of three days post-inocu- 
lation—either the first, third or fifth. These were still 
within the tissue stage, since tissue stages of falciparum 
produce asexual blood forms only after 144 hours post- 
inoculation. It was found that a marked change in 
response to primaquine occurs in this incubation 
period. The organisms are at maximum susceptibility 
on the third day and then develop a highly resistant 
stage. Primaquine no longer has any substantial anti- 
malarial effect when the organisms are in the circula- 
tion. 

It appears that a biochemical change occurs in the 
parasites. By the fifth day of the tissue stage, the falci- 
parum is independent of the metabolic pathways which 
are inhibited by primaquine. Thus, primaquine should 
never be relied upon to control parasitemia without 
concurrent therapy with suppressive drugs. (J. Lab. 
& Clin. Med., 46:391, 1955.) 


Drug Therapy of Mental Disorders 


HOLLISTER AND COLLEAGUES compared the effects of 
chlorpromazine and a combination of chlorpromazine 
and reserpine in the treatment of patients having 
chronic psychiatric disorders. Most of the cases repre- 
sented chronic schizophrenic reactions. 

Results with chlorpromazine alone were equivalent 
to those previously reported by the same investigators 
for reserpine alone. Thus, slightly more than one-half 
of patients showed moderate or pronounced improve- 
ment (see accompanying diagram). However, the chlor- 
promazine-reserpine combination gave a smaller inci- 
dence of improvement (31 per cent). Moreover, toxic 
reactions were considerably more prevalent with the 
combination—particularly parkinsonism, excitement 
and convulsions. 

Improvement among schizophrenic patients was 
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marked by diminution of delusions and hallucinations, 
disappearance of apathy, development of coherent 
speech, improvement of nutrition and neatness of 
dress, and restoration of social amenities. 

The authors emphasized that production of the 
Parkinson syndrome by these drugs must not be treated 
lightly. It is a toxic effect—disappears with diminution 
of dosage or with withdrawal of the drug. (California 
Med., 83:218, 1955.) 
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Vagotomy and Gastroenterostomy for Peptic Ulcer 


FROM EXPERIMENTAL and clinical evidence, Oberhelman 
and Dragstedt have derived an explanation for “fail- 
ures” in the treatment of peptic ulcer by vagotomy. 
The authors now propose that successful treatment by 
this surgical method depends upon two factors: (1) 
complete division of the vagus nerves and (2) provi- 
sion of an efficiently functioning drainage procedure 
(gastroenterostomy). 

Vagotomy renders the gastric mucosa incapable of 
responding to nervous stimuli, but gastric secretion 
may nevertheless result from humoral or hormonal 
stimulation. Such stimulation arises from prolonged 
contact of food with the antrum mucosa—a stasis 
effect commonly observed after vagotomy. A gastro- 
enterostomy can overcome this stasis effect provid- 
ing the stoma is placed in the antrum within 4 or 
5 cm. of the pylorus. (Surg., Gynec. ¢ Obst., 101: 
194, 1955.) 


Hyponatremia in Urologic Patients 


PEIRSON FEELS that it is possible to make a presumptive 
diagnosis of sodium deficiency without extensive lab- 
oratory facilities. He further emphasizes that there are 
several reasons why sodium deficiency is particularly 
likely to develop in the urologic patient. 

First, many urologic patients have cardiac complica- 
tions and therefore may have been on a low salt diet. 
This is particularly likely if they have also been re- 
ceiving a mercurial diuretic. 

Second, the routine treatment of the urologic patient 
is designed to promote a diuresis by forcing fluids and 
relieving back pressure on the kidneys due to mechan- 
ical obstruction. Because many of these patients have 
pre-existing tubular damage, the kidneys may not be 
able to conserve sodium efficiently. For this reason, 
during diuresis, excessive amounts of sodium will be 
lost. 

Third, the salt intake of many urologic patients is 
low because they often take very little solid food by 
mouth. 

Finally, in rare cases, there may be an element of 
adrenal failure with resulting loss of salt that would 
normally be retained in times of stress. 

One should be alerted to the possibility of salt de- 
pletion when there is a history of a low salt intake. 
Azotemia without evidence of severe renal damage, or a 
large urinary output associated with a rising nonpro- 
tein nitrogen should suggest the possibility of hy- 
ponatremia. Another finding that has often been pres- 
ent has been the clinical appearance of dehydration in 
spite of adequate or more than adequate liquid intake. 
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When the patient’s tongue is dry and coated in s))1c 
of the intake of 3,000 cc. of fluid, the possibility of |), - 
ponatremia should at once be considered. The most 
striking symptom, however, is the loss of appetite and 
inability to take anything by. mouth. 

Although the diagnosis can be proved only by tle 
finding of a low sodium level in the blood, the author 
believes that the clinical findings as outlined are sulli- 
ciently definite to warrant giving salt even in the ab- 
sence of laboratory confirmation. If the hyponatremia 


is not too severe, the intravenous administration of 


1,000 cc. of normal saline solution will result in a 
striking and rapid improvement, which confirms the 


diagnosis. (New England J. Med., 253:360, 1955.) 


Treatment of Chills 


MarcHAND has presented convincing evidence from 
clinical experience that morphine administered intra- 
venously is quite effective in controlling chills. This 
use of the drug had not been previoysly reported, al- 
though an antipyretic action had long been known. 
The dose necessary to terminate a chill was 8 to 30 
mg. (New England J. Med., 253: 315, 1955.) 


Toxic Effects of Phenylbutazone 


MAUER REPORTS the twenty-third death following the 
use of phenylbutazone (Butazolidin). Serious reac- 
tions to this drug have been encountered in the skin, 
gastrointestinal tract, liver, kidneys and bone marrow, 
as well as in other organs. The reactions are not related 
to dosage or to duration of treatment. 

In the author’s case, death was due to an acute ne- 
crotizing process characterized by infiltration of plas- 
ma cells and histiocytes in the various organs studied. 
This process involved the skin, causing exfoliative der- 
matitis; the liver, leading to diffuse toxic hepatitis ; and 
the colon, causing mucosal necrosis and superficial 
ulceration. Similar lesions were present in the vagina, 
urinary bladder and elsewhere in the intestinal tract. 

Mauer feels that the use of phenylbutazone, which 
apparently has no curative powers, should be carefully 
restricted because of the frequetcy of toxic reactions, 
their gravity and unpredictability. (New England J. 
Med., 253: 404, 1955.) 


Salmonellosis of the Newborn 


RUBENSTEIN AND FowLer studied two outbreaks of in- 
fectious diarrhea among newborn in hospital nurser- 
ies. In both instances, an organism of the Salmonella 
group was responsible, and the source of infection was 
traced to contamination of fluid in the water trap of a 
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resuscitator used in the nursery. No provision had 
been made to prevent a contaminant in the water trap 
fluid from being introduced into the atmosphere by 
means of the air exhausted from the apparatus. The 
character of the outbreak supported the thought that 
the infection had been air-borne. 

Further investigations of delivery-room and nur- 
sery practices in other hospitals disclosed that water- 
trap fluid in resuscitators often harbored pathogens. 
Also, in some hospitals, so-called “sterile” catheters 
and resuscitator face masks showed bacterial contami- 


nation. (Am. J. Pub. Health, 45: 1109, 1955.) 


Osteitis Deformans 


LeQUIME AND DENOLIN confirmed that osteitis defor- 
mans (Paget’s disease) is attended by a considerable 
increase of blood flow in the involved bones. The local 
effect of the disease on the circulation was likened to 
the effect of an arteriovenous fistula. 

In the patients studied by these authors, there was 
no observable general effect on circulatory dynamics at 
rest. However, during exercise, cardiac output in- 
creased abnormally—suggesting that the circulation 
in the bones affected by osteitis deformans “increases 
considerably under effort, and thus enables an impor- 
tant amount of blood to return prematurely to the right 
heart.”” It was implied that severe, active osteitis defor- 
mans might be accompanied by heart failure (with 
high cardiac output). (Circulation, 12: 215, 1955.) 


Congenital Dislocation of Knee 


ALTHOUGH RARE by comparison with congenital dislo- 
cation of the hip, congenital dislocation of the knee 
demands equally prompt recognition and treatment. 
Clayburgh and Henderson define the abnormality as a 
condition in which the child is born with one or both 
knees in a position of hyperextension. The upper end 
of the tibia is displaced anteriorly and laterally on the 
femur. Usually the abnormality is due to malposition 
in utero. Occasionally it is due to a primary embry- 
onic defect. 

The authors describe a case in which conservative 
treatment produced a good functional result. Reduc- 
tion of the deformity was attained by manipulation, per- 
formed gradually in stages. After each manipulation, 
a cast was applied to hold the reduction. At 16 months, 
the infant had a stable knee that could be flexed from 
180 to 90 degrees. Some genu valgum was present, as 
was some mild anterior bowing of the tibia. It was 
planned to use corrective shoes for the genu valgum 
(see cccompanying illustrations). (Proc. Staff Meet., Mayo 
Clin., 30:396, 1955.) 
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Figure 1. Appearance of knee when patient was first examined by 
authors (age 3 months). The knee showed hyperextension and external 
rotation. 





Figure 2. Appearance of knee 13 months later after treatment by 
manipulation. There was mild genu valgum, but the functional 
result was excellent. 


Illustrations courtesy of Clayburgh, B. J. and Henderson, E. D. and Proc. Stoff. 
Meet., Mayo Clin. 
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Traumatic Shock 


FINE AND HIS ASSOCIATES have presented experimental 
evidence to indicate that resistance to bacteria and 
bacterial toxins declines in traumatic shock. It was 
demonstrated that when antibiotics were administered 
prior to inducing severe hemorrhagic shock in ani- 
mals, the shock was rendered reversible by transfusion. 
Dogs transfused after exposure to hemorrhagic shock 
for two hours usually survived. They succumbed, 
however, if given an intravenous dose of bacteria harm- 
less to normal dogs. Similarly, liver from a dog in ad- 
vanced hemorrhagic shock injected into another ani- 
mal in hemorrhagic shock produced death, although it 
was well tolerated by normal animals. 

Profound hypovolemic shock was well tolerated as 
long as bacterial activity was suppressed by antibiotics 
administered before shock was induced. Antibiotics 
given at any time after shock developed were ineffec- 
tive, however, due to the development in the shocked 
state of a lethal dose of bacterial toxin. Measurement of 
the potency of phagocytosis-promoting factors in the 
serum of shocked dogs showed a progressive decline 
from the normal as shock continued. 

As a result of these experiments, the authors empha- 
sized the importance, in treating shock, not only of 
replacing the blood volume deficit, but also of emplov- 
ing all available methods to suppress bacterial activity. 
These included rigorous wound débridement as soon 
as possible, and antibiotic therapy including intestinal 
antibiotics. (Ann. Surg., 142:361, 1955.) 


Tuberculous Meningitis 


Taytor, SMITH AND Co.iuM have described a form of 
tuberculous meningitis characterized by an acute onset 
of symptoms. They reported several cases of this syn- 
drome and discussed its symptomatology and physical 
findings. There were three features which the cases 
shared in common. First, only a few days elapsed be- 
tween the first departure from normal health and the 
time at which stiffness of the neck became sufficiently 
obvious to compel lumbar puncture. Secondly, the first 
few specimens of spinal fluid all contained a large num- 
ber of cells (often over 1,000). The first specimen con- 
tained a high percentage of polymorphonuclears, but 
thereafter practically all the cells were mononuclear. 
Thirdly, there was an early, well-marked spontaneous 
remission of both signs and symptoms. This remission 
led on without interruption to a permanent recovery 
with appropriate chemotherapy. 

The authors stated that the reaction in these cases 
was similar to that obtained by the injection of rather 
large amounts of purified protein derivative (P.P.D.) 
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intrathecally. The injection of small quantities 
P.P.D. intrathecally, on the other hand, produc« | 
changes indistinguishable from those of classical tube: - 
culous meningitis, namely pleocytosis ranging from 35 
to 300 cells, predominantly lymphocytes. They posiu- 
lated that tuberculous meningitis of acute onset was 
due to the sudden rupture of the contents of a com- 
paratively large caseous focus into the cerebrospinal 
fluid. The contents not only were impregnated with 
tuberculin but contained tubercle bacilli which were 
antigenic. 

The first reaction was, therefore, the provocation of 
a brisk intrathecal tuberculin reaction. Although this re- 
action subsided within a few days, the tubercle bacilli 
seeded themselves in the subarachnoid pathways, 
where sooner or later they would have set up true 
caseous tuberculous meningitis. (J. Neurol., Neuro- 
surg. @ Psychiat., 18: 165, 1955.) 


Precipitation of Digitalis Toxicity by Carbohydrates 


IT HAS BEEN SHOWN that digitalis-induced ventricular 
arrhythmias may be abolished by the administration of 
potassium salts. In addition, it has also been shown 
that potassium depletion predisposes to the develop- 
ment of cardiac manifestations of digitalis toxicity and 
enhances arrhythmias that are already present. The 
administration of carbohydrates may induce hypopot- 
assemia. 

These facts suggested to Page that a relationship 
might exist between carbohydrate metabolism and 
clinical digitalis intoxication. In this study, seven pa- 
tients were reported in whom ventricular arrhythmias 
were apparently precipitated by orally or intravenously 
administered carbohydrate while they were being 
treated with digitalis glycosides. These patients were 
at or near the point of digitalis intoxication. Following 
the reduction in the arterial potassium level after car- 
bohydrate administration, ventricular premature beats 
appeared in six patients and ventricular tachycardia 11 
one. (Am. J. Med., 19:169, 1955.) 


Urinary Complications with Isoniazid 


BLENNERHASSETT REPORTS four cases in which isoniazid 
appeared to cause a prostatic obstruction syndrome. 
In many series of cases reporting the use of isoniazid, 
there has been some reference to urinary disturbance. 
Urinary retention and delay in micturition indicated 
interference with bladder function. The author sug- 
gests that, in older patients in whom the balance be- 
tween bladder function and urinary retention is pre- 
carious, the effect of isoniazid may be dangerous. 
(Dis. of Chest, 28:301, 1955.) 
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Anesthetic for Multiple Sclerosis Patient 


Q. A 36-year-old man has multiple sclerosis and severe 
hemorrhoids. A hemorrhoidectomy is planned. What 
anesthetic would be least apt to have adverse effect on 
the neurologic disorder? (Of course any intrathecal 
medication is contraindicated, and ether 1s known to 
be responsible for deterioration of the disease.) 


A. I think the weight of evidence is in favor of a local 
or sacral anesthesia, with intravenous thiopental so- 
dium as perhaps the next choice. You mention the un- 
desirability of intrathecal medication. This is so be- 
cause of the fact that even with a normal nervous sys- 
tem, neurologic sequelae have developed, though in- 
frequently. Aggravation of the multiple sclerosis after 
intrathecal injection might readily be attributed to the 
injection itself, and incidentally might raise medico- 
legal questions. Regarding ether—as far as I know, 
objections are largely theoretical rather than proved. 


Treatment of Syphilis and Gonorrhea 


Q. How do you treat gonorrhea and syphilis in a patient 
who ts sensitive to penicillin ? 


A. Since penicillin is the most satisfactory drug by 
far for the treatment of both gonorrhea and syphilis, 
it is well not to avoid it unless it is absolutely certain 
that the patient cannot tolerate penicillin. Penicillin 
sensitivity is a very confusing and complex problem. 
The fact that the patient has had a reaction to peni- 
cillin does not mean necessarily that he cannot take it 
again. If the reaction was of an anaphylactic nature or 
there was angioneurotic edema, he should not be ex- 
posed to it again. If the reaction consisted of a mild 
rash alone, then I think the patient could be tried first 
with a very small dose and if this produced no imme- 
diate reaction, treatment could continue. 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


If it is decided that the patient cannot receive peni- 
cillin, then the next drug of choice would be tetracyc- 
line. This drug should be administered in a dosage of 
2 Gm. a day for seven to 14 days in the case of gonor- 
rhea or for one month for syphilis. Good information 
is somewhat scarce on this point, and the schedules 
recommended above are purely arbitrary. In each in- 
stance, there should be proper serologic and culture 
studies in the follow-up period to be certain that cure 
has been produced. 


Pulmonary Infarction 


Q. Should I prescribe anticoagulants for a pulmonary 
infarction that occurred several weeks before seeing 
the patient ? 


A. Ifthe patient still has evidence of “active” venous 
disease, anticoagulant therapy should be used. In the 
absence of evidence of “‘active”’ venous disease, deci- 
sion about therapy would be influenced by the general 
condition of the patient. For example, if the patient 
were still confined to bed by congestive heart failure or 
a similar serious illness, anticoagulant therapy prob- 
ably should be started. For further information on this 
point, see “Venous Thrombosis” (Hussey) in GP for 
July, 1954, and “Pulmonary Embolism” (Hussey and 
Katz) in GP for August, 1955. 


Localized Recurrent Pulmonary Infarctions 


Q. Are pulmonary infarctions apt to recur in the same 
anatomic area ? If so, why? 


A. When emboli originate in the inferior vena caval 
system, there is some tendency for them to enter the 
pulmonary arteries that go to the lower lobes—espe- 
cially the right lower lobe. This tendency results from 
the influence of “streaming” as the blood flows through 
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the right side of the heart and the pulmonary arterial 
system. However, when pulmonary infarction occurs 
repeatedly in the same anatomic area, one should sus- 
pect that an embolus has lodged in the proximal part 
of the arterial supply to that area. Fragments of the 
lodged embolus break away and are then carried into 
the distal vessels. 


Maggots in Stools 


Q. I had in my office a 42-year-old man who has been 
passing “‘worms’’ in his stool for several weeks. On 
examination, they proved to be typical fly maggots, 
about 2 mm. in length. He lives in very clean sur- 
roundings. Where do they come from? How can they 
be treated ? 


A. The passage, in the stools, of fly maggots is not 
uncommon in various parts of the world. The type of 
fly varies and may be ascertained by examination or 
hatching of the maggots. It is important to establish 
that the maggots were present on passage of the stool 
to know that they came from the intestinal tract and 
that the stool was not subsequently contaminated. 
Infection is known to have occurred from deposi- 
tions by flies in the anal area as well as by ingestion of 
contaminated material. The latter is thought to occur 
especially when free hydrochloric acid in the stomach 
is low. Free hydrochloric acid tends to kill the organism 
and tends to prevent occurrence of intestinal myiasis. 
Treatment is usually satisfactorily carried out by a 
rather drastic purge. Castor oil is commonly used. 
Such therapy is usually adequate. Stubborn cases are 
on record where repeated treatment is necessary and 
where anthelmintic drugs have been used. Enemas con- 
taining thymol have been utilized. If the presence of 
maggots in the stools persists, one must be certain that 
the stools are not being contaminated after passage 
and that the patient is not being continually reinfected. 


Change in Taste for Food 


Q. A 45-year-old female who had an upper respiratory 
infection in March, 1955, with loss of taste for sev- 
eral days, now complains that “‘certain foods don’t 
taste right.’’ Mentioned as most bothersome were 
meats, beef, chicken. She also states that cheeses don’t 
have the right flavor, and, whereas she formerly 
loved coffee, the odor now doesn’t smell the same. 
Some foods, such as sea foods, fruit and vegetables, 
are all right. Since there is no possibility of preg- 
nancy, with its possible changes in likes and dislikes, 
I would appreciate any suggestions concerning this 


problem. 


A. Generally speaking, selective likes or dislikes fv 
food are secondary to conditioned psychic factors. [t 
would be important to some degree to know if slic 
has lost weight since the onset of her symptoms. If 
there is no loss of weight, one would be inclined to 
think more in terms of functional illness. If there is 
associated loss of weight, one would have to consider 
organic disease more strongly although this would not 
necessarily rule out functional disease. 

The possibility of anicteric hepatitis associated with 
the “respiratory infection” would have to be consid- 
ered, since such patients do have a loss in appetite, 
and this loss may be selective at times. In addition, 
one would have to consider carcinoma of the stomach 
which, in its earlier phases, may cause a particular 
dislike for meats. 

Above all I would carefully go into her emotional 
history, since you are dealing with a woman whose 
symptoms strongly suggest functional illness. 


Treatment of Leukoplakia 


Q. Should leukoplakia in the mouth be resected ? Should 
one wait to remove same if all irritants to it have 
been removed and it is apparently improving ? 


A. The decision as to what to do with leukoplakia is 
often a difficult one to make. It would seem, however, 
as the second part of the question suggests, that one 
need not rush into removing it if there is improvement 
and all the irritants have been removed. It is always 
best, however, to realize that this can be a precancer- 
ous lesion and there is no possible reason for letting 
one go into actual cancer, especially if it piles up too 
much, but more especially if it becomes ulcerated. Any 
lesion of this type or any other type that does not re- 
spond to normal treatment in two to four weeks should 
be removed, or a biopsy should be done for micro- 
scopic decision as to the process. In this way many 
carcinomas could be prevented even though many 
areas may be removed that are found not to change 
into carcinoma. 

For a very widespread leukoplakia over the tongue 
and the entire inside of the mouth, the problem is 
especially acute because all of this area cannot be 
taken out at one time, but these are the most danger- 
ous types and should be the most closely watched, 
with any areas ulcerating being removed without de- 
lay. 

Sometimes the patient has to live with these over a 
long number of years of his life, but to see one that 
has not been followed and has gone on into a 
widespread carcinoma is enough proof that removal 


of any suspicious area is indicated and should be 
carried out. 
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DDT Safety in Diet 


(American Association for the Advancement of Science, 
Atlanta, Dec. 29.) DDT 1s known to be stored in hu- 
man fat; the source is undoubtedly traces of this insec- 
ticide in all prepared meals. There has been some sus- 
picion it may be a health hazard. But 44 human volun- 
teers have taken daily doses of DDT for a month, and 
14 for a full year, without any symptoms of illness or 
detrimental effect. Some consumed 200 times more, 
daily, than the small traces of DDT known to occur in 
foodstuffs. Fat storage ceases after a year, though con- 
sumption of the DDT is continued. It appears “there 
is a large safety factor associated with DDT as it now 
occurs in the general diet.”—Dr. Waytanp J. Hayes, 
Jr., Dr. Wuitam F. Dunnam and Cipriano Cvero, 
chemist, U.S. Public Health Service Toxicology Section, 
Savannah, Ga. 


Osteomyelitis a Rarity 


(Ibid, Dec. 26.) Sunce aDvENT of the sulfonamides and 
penicillin, crippling from osteomyelitis is becoming a 
medical rarity, and the disease has changed from a 
surgical condition to a medical problem.—Dr. J. H. 
Krre, Scottish Rite Hospital for Crippled Children, De- 
catur, Ga. 


Radiation Safety 


(Ibid, Dec. 28.) NUMEROUS RADIATION STUDIES in ani- 
mals indicate that the exposure limit of 0.3 roentgens 
per week set for personnel dealing with radioactive 
sources “would not, even in 20 years of maximal expo- 
sure, shorten life by more than 2.5 per cent. This 
would be very difficult to detect and is probably not 
highly significant in view of other hazards to life. 
Those who just survived radiation injury from acci- 
dents or bomb explosions would lose some 25 per 
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cent, a substantial fraction, of their normal life span.” 
Henry A. Biair, PH.D., director, atomic energy project, 
University of Rochester School of Medicine and Dentistry, 
Rochester, N. Y. 


Weather and Health 


(Ibid, Dec. 28.) Srupy of a polio-like epidemic in 
Tallahassee disclosed marked similarity in the peaks 
and lows of a time curve of weather variables, and a 
curve of the disease. The peaks and lows corresponded, 
but with a ten-day lag agreeing closely with an appar- 
ent ten-day incubation period. Peaks in the weather 
curve represented times of small daily temperature 
range, high mid-day relative humidity, and low mini- 
mum pressure, which could, in Tallahassee summer, 
represent times of maximum discomfort and conse- 
quently low physical resistance. These could have 
been days when the disease was contracted. “It is not 
claimed that the weather in any way initiated the out- 
break of disease, but that the peaks and lulls in the 
disease curve were closely related to weather condi- 
tions, and also that the onset of colder fall weather 
may have been instrumental in terminating the epi- 
demic.” —Ho.sroox Lanpers, Department of Meteorol- 
ogy, Florida State University. 


Accidental Poisonings 


(Ibid, Dec. 29.) In 1953, most recent year for national 
figures, accidental poisoning due to liquid and solid 
substances took 1,391 lives, gases and vapors another 
1,223, and suicides and self-inflicted poisonings an- 
other 3,269, for a total of 5,883. But the total number 
of poisonings ran over half a million, since it is esti- 
mated more than 100 persons are poisoned for every 
fatality recorded. Better education concerning the risk 
of many items in the household environment, better 
labeling and packaging, and banning from the home 








those items whose hazardous nature outweighs their 
usefulness, could reduce this severe toll.—Dr. Irvin 
Kerian, U.S. Food and Drug Administration, Wash- 
ington. 


Hereditary Risk of Heart Disease 


(Los Angeles County Medical Association’s Cavalcade of 
Health, Jan. 7.) Herxprry appears more to blame than 
high-pressure living for the rising rate of heart fatali- 
ties. “I think that men have lived at high pressure ever 
since they built the pyramids in Egypt. Something else 
is responsible for our continued increase in heart 
deaths.” Differences in fatality rates among Caucasian 
Americans and other races or groups point to heredity 
as a factor, although diet also is implicated. ‘More 
exercise before we become ill may deter later heart ail- 
ments, but you can’t escape heredity as a factor.”— 
Dr. Irvine Pace, Cleveland. 


Neutral Gender 


(American Academy of Obstetrics and Gynecology, Chi- 
cago, Dec. 13.) A THIRD SEX or neutral gender, of 
former males and females of about 60, does exist. 
Women reach a state of failure of sex glands to secrete 
adequate hormone, about 15 years earlier than men, 
on the average. Adequate and well-controlled sex hor- 
mone replacement can bring significant physical and 
mental stimulation to this third-sex group, but there 
is not the slightest evidence to suggest that hormone 
replacement increases longevity—Dr. Wuuuam H. 
Masters, Washington University School of Medicine, 


Postmaturity 


(Ibid, Dec. 14.) MATERNAL FACTORS causing variation in 
the number of postmaturity cases include race, age 
and number of previous children. It is more frequent 
in nonwhite than white patients, more frequent in 
primigravidas, and more frequent in the older age 
groups. Postmaturity is especially marked in women 
over 40. The four-year study finds no evidence that 
postmature pregnancies predispose to development 
of “giant” infants.—Dr. Rosert E. L. Nessrrt, Jr., 
Johns Hopkins Medical School. 


Publicity About Hysterectomy 


(Ibid, Dec. 14.) IN THE LAST DECADE, popular American 
magazines have published at least 50 articles mention- 
ing hysterectomy in the title or in the text. “In the 
last five years, I have seen more women in need of 


pelvic surgery showing resistance to necessary surgery 
than at any time in the past 32 years of practice. . . . 
As a result of the extensive publicity on the subject of 
hysterectomy, many women have become reluctant to 
have this type of surgery performed, even though the 
surgeon is convinced that it is necessary. The well- 
trained, honest and experienced gynecologic surgeons 
will continue to remove the uterus when, to them, it 
seems indicated.” —Dr. Cuarizs E. Gattoway, Evans- 
ton, Ill. 


Removal of Ovaries 


(Ibid, Dec. 14.) Tue practice of removing the ovaries, 
usually during the course of other pelvic surgery, in 
women beyond child-bearing age is based upon errone- 
ous belief these glands have become useless, and that 
removal prevents possible development of ovarian can- 
cer. Actually, the ovaries are important in regulation 
of metabolism, and from the viewpoint of heart spe- 
cialists, the harmful effects on the circulatory system 
outweigh the possible beneficial effects.—Dr. Gzorcr 
C. Grirritu, Los Angeles, Calif. 


Hysterography for Uterine Cancer 


(Radiological Society of North America, Chicago, Dec. 
13.) HysTerocraPny is indicated in cases of suspected 
cancer of the corpus of the uterus in which curettage 
fails to show signs of disease. In a seven-year study, 
hysterography did not miss a single case among 430 
cases of cancer of the corpus.—Dr. Oror Norman, 
Lund, Sweden. 


Cushing's Disease 


(Ibid, Dec. 13.) Tue Typicat full-blown case of Cush- 
ing’s disease is easily recognized, but the radiologist 
can greatly assist the medical team in accurate diag- 
nosis of early or moderately advanced stages of the 
disease. Changes in bones and soft tissues, detected 
by roentgenography, appear to be closely related to 
severity and duration of the disease.—Dr. C. C. 
Wane, Boston. 


Optic Nerve Glioma 


(Ibid, Dec. 15.) ROENTGEN THERAPY “‘is of foremost im- 
portance in the control of optic nerve glioma.” It has 
brought restoration of vision in a significant number 
of cases, in others has arrested the advancement of 
visual impairment.—Drs. Juan M. Taveras, LESTER 
A. Mount and Ernest H. Woon, Columbia University 
College of Physicians and Surgeons. 
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More than 90,000,000 people currently participate in the nation’s social security program. 
Pending legislation would extend compulsory OASI coverage to members of the medical pro- 
fession. Companion articles, written for GP by two authorities on social welfare legislation, 
discuss the controversial question: Should compulsory OASI coverage include physicians ? 
Written by Dr. James L. Doenges, president, Association of American Physicians and Surgeons, 
and Minnesota’s Senator Hubert H. Humphrey, these articles highlight the pros and cons of | 
this important question. A recent Academy survey, outlining the sentiments and opinions of 864 
members, concludes this special section devoted to social security coverage.—PUBLISHER 





SOCIALIZED SOCIAL SECURITY 


BY JAMES L. DOENGES, M.D. 


Docrors must evaluate proposals such as social securi- 
ty on the basis of principle, not on selfish considera- 
tions or expediency. Our responsibility is dual—first, 
as patriotic citizens, second, as physicians. 

As citizens whose training and profession require an 
unusual degree of ability and judgment, we should not 
participate in, nor contribute to, any scheme which 
many experts agree can and probably will bankrupt our 
nation, or which leads directly to extension of social- 
istic practices and the destruction of our own and 
every other American’s freedom. 

Social security programs have resulted in socialism 
in every nation in which they lave been tried. (Social- 
ism and other terms in this text are used as defined in 
Webster’s International Dictionary.) We should op- 
pose social security on principle, because it embodies 
the basic tenets of the socialistic philosophy. We 
should oppose these practices whether they deal with 
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doles at 65 or medical care, regardless of the fact that 
many value questionable security more than oppor- 
tunity, and handouts more than freedom. 


Step Toward Socialism 
The late Robert E. Taft classified the Social Security 


Act as our greatest single step toward socialism. 

Those who oppose socialism should oppose social 
security. To support socialistic practices in regard to 
retirement funds requires that, for the sake of con- 
sistency, socialized medicine also be supported. If one 
believes that the federal government should tax every- 
one to provide an income for each upon retirement or 
disability, one must also believe that the same govern- 
ment should, with equal propriety, tax everyone to 
provide medical care for all! 

Every argument which has ever been used to support 
social security can be used with equal validity to sup- 
port socialized medicine by changing a few words! If 
you ask for the one, prepare to get both. It is planned 
that way. 

Social security is fraudulent. Those who sponsor it 
regard professionals as a source of income and admit 
that most of them will never claim any benefits. Pro- 
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fessional people are to be the source of funds to pay the 
“benefits” for others. The social security program can- 
not meet its present “obligations.” It owes twice as 
much to those who will never pay another cent in 
social security taxes as it has in the “trust fund.” 


Public Is Misled 


The ‘“‘trust fund” is a fraud. Some think their taxes 
are saved and/or invested. The money is spent and 
replaced by special issue government bonds. Govern- 
ment bonds are a public debt. The government can pay 
off the bonds only by taxing the people, thus extracting 
taxes twice to pay one debt, and charging the people 
2 per cent or more for the privilege of paying the same 
thing twice. 

The Social Security Administration admits that its 
unfunded obligation is (before HR-7225) nearly 200 
billion dollars. The “trust fund” had $20 billion in 
bonds and about $700 million in cash, in May, 1955 
(Social Security Bulletin, August, 1955, page 33). 

Social security is not insurance. In ‘Social Security 
After 18 Years,” a report of the Subcommittee of the 
House Ways and Means Committee, we find the fol- 
lowing—The public has been misled into believing 
OASI is insurance. Members of Congress have also 
been misled. We should not bind them (our children 
and our grandchildren) by contracts to pay future bil- 
lions each year as the present system does.” No citizen, 
including congressmen and physicians, has the moral 
right to mortgage the future income of his children and 
grandchildren for such purposes. 

There is no contract with the government for ben- 
efits. The only thing of which you would be certain is 
the $255 burial allowance! The law states (Sec. 1104) 
The right to alter, amend, or repeal any provision of 
the Act is hereby reserved to Congress.” Congress can 
raise the tax and reduce or eliminate any or all ben- 
efits. Congress has already considered raising the tax- 
able limit of income of self-employed for social security 
purposes to $6,000 dollars. They can and will raise it 
as much as they like. They can increase the tax rate 
at will, 


System Is Immoral 


Your social security card would have no loan value 
and no cash surrender value. Social security is merely 
another tax, and an extremely discriminatory tax at 
that. 

Benefits have to be paid out of taxes coming from 
future generations. We have no moral right to saddle 
our children and our children’s children with an ever- 
increasing tax rate to provide doles for us! 
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The system is admitted to be actuarially unsound. 

Social security destroys incentive and initiative. 
One of its prime purposes is to make all dependen: 
upon government. It destroys personal and family 
responsibility. 

Social security is immoral because it destroys free- 
dom and basic human rights. It cannot operate without 
utilizing communistic compulsion and coercion. This 
requires more government control with destruction of 
individual rights and liberties. 

Social security encourages and will produce more 
inflation or will cause Congress to repudiate its previ- 
ous commitments to the very people who have been 
misled into believing that their taxes were paying for 
future benefits. 


Plan of Inadequate Men 


Reason should cause every doctor to reject social 
security. Why should anyone want to remove your 
responsibility for planning your future? There is only 
one answer—they want your rights—and the control 
which those rights give them—over you. Who are 
“they”? “They” are the “socialistic planners.” Look 
at them! Practically none of the bureaucrats to whom 
you are to entrust your future has been a success in 
private life. Most of themare receiving the best pay they 
have ever received, in government employment. They 
cannot earn that much in the competitive market. 
They have not been adequate enough to succeed in the 
market economy, and you, successful men, are asked 
to turn the planning of your future over to these tax- 
supported fugitives from open competition with the 
successful. You would not accept them in private deal- 
ings. You are better able to plan your own future than 
are they. 

There are some who believe that they may get 
“something for nothing.” For most physicians, it will 
be ‘‘almost nothing” for something. 

Those who are nearing the age of eligibility for social 
security benefits and desire to enter the system are, by 
all evidence, willing to accept money from the govern- 
ment which was taken by actual or implied force from 
others. Physicians who could believe that it is all right 
for them to pay a few dollars into the system to take 
many times that amount from it, scarcely deserve con- 
sideration, since this evidences such basic immorality 
and dishonesty that they are no credit to the profes- 
sion. They are trying to “‘cut themselves in” on the 
“government gravy train.” This requires a complete 
repudiation of the moral standards of our profession. 
It is distressing to see some members of our profession 
grovelling at the public trough for their “share” of the 
“legal loot” which has been taxed away from others. 
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Every one of these knows that he is trying to get some- 
thing he did not earn, something for which he did not 
and cannot pay. In short, he is willing to take from 
others, through the agency of government, that which 
he would never consider taking from the same people 
at the point of a gun. The principle is the same. 


There’s No Escape 


Young men have been encouraged to believe that 
social security provides some type of cheap survival 
benefit program for their families before they can set 
up a satisfactory program of their own. They are mis- 
informed. In the first place, practically none of them 
will die young. Physicians can purchase a variety of 
contracts with substantial companies, operating on a 





THE DOCTOR AND SOCIAL SECURITY 


BY SENATOR HUBERT H. HUMPHREY 


THE INVITATION of the American Academy of General 
Practice to explain why I believe physicians should 
participate in the social security program is an invita- 
tion which I accept with genuine friendship and 
pleasure. I do so not only because of the increased at- 
tention being paid to this issue generally, but because 
of the special role which general practitioners obviously 
play in our whole national medical picture. Yours is a 
role which merits the appreciation and gratitude of the 
citizen as well as the patient. 

In a sense this is also a reason why the question of 
physician participation in social security has become 
one of general interest. For social security has come a 
long way since the partisan days of 1936 when a presi- 
dential candidate called it a “cruel hoax” and pro- 
posed its direct repeal. Today under the Old Age and 
Survivors Insurance program (OASI), monthly retire- 
ment or survivorship payments are being made to more 
than 7.5 million persons. As President Eisenhower said 
in his special message to Congress on January 14, 
1954, social security has become “‘the cornerstone of the 
Government’s program to promote the economic secu- 
rity of the individual.” 
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sound basis and providing guaranteed benefits, for a 
figure very little different from the social security tax. 
Decreasing term policies offer much more for the same 
money. Physicians should remember one thing. There 
is no escape once you have entered the social security 
system. You cannot get out. There is no freedom of 
choice. 

To me, there is something repulsive about profes- 
sional people accepting government doles and partici- 
pating in the contest to get something from the 
government. 

Likewise, I am unable to see how we physicians can 
accept the principles upon which social security is 
based, and reject socialized medicine. If socialized 
medicine is wrong, socialized security is, too. Men of 
honor can condone neither. 





Trend Toward Increased Coverage 


When the Social Security Act was signed in 1936, 
the major concern was to provide retirement and sur- 
vivorship protection for workers in commerce and in- 
dustry, postponing coverage for other working people 
until experience could be gained with the system. 
Hence many salaried doctors have been covered by 
social security from the beginning, but self-employed 
doctors are not yet eligible. 

The fact of the matter is that this situation may soon 
be almost unique. Since 1941 the annual reports of the 
Social Security Board have recommended extension of 
the insurance program to all self-employed persons, 
and within a decade this goal of greater coverage was 
generally accepted at congressional hearings. In 1951 
OASI was extended to self-employed writers, artists, 
actuaries and psychologists. In 1954, Congress again 
voted to broaden coverage, this time to include self- 
employed farm operators, architects, engineers, funeral 
directors and accountants. Ministers were placed on a 
special optional basis. This left as the only substantial 
groups not now covered: doctors, lawyers and dentists, 
plus smaller numbers of osteopaths, chiropractors, vet- 
erinarians, naturopaths and optometrists. 

On July 18, 1955, with a bipartisan majority of 372 
to 31, the House passed HR 7225 expanding cover- 
age to another estimated 250,000 additional individuals, 
including lawyers and dentists and their families. Only 
physicians and Christian Science practitioners are ex- 
cluded. 
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HR 7225 is not yet law, and it is entirely possible 
that changes will be made following hearings before the 
Senate Finance Committee in the current session. But 
there is every indication that the trend toward inclu- 
sion will continue. Just as the original bill of the 
Eisenhower Administration in the 83rd Congress called 
for compulsory coverage of all professional groups 
previously excluded, so there is little doubt that the 
next presidential message on social security will re- 
affirm this proposal, including a request for mandatory 
coverage of physicians. 

Moreover our largest professional groups have re- 
cently undergone a marked change in attitude toward 
social security. The American Dental Association has 
reversed itself twice since 1948, and now recommends 
voluntary coverage of dentists. In 1955 the American 
Bar Association similarly reversed its attitude, and now 
endorses voluntary coverage of lawyers. 

If HR 7225 passes the Senate, the exceptional 
status of the medical profession will be emphasized as 
the only remaining exception to coverage of self-em- 
ployed persons. For many people it will be difficult to 
see why doctors should be treated any differently from 
bankers, or dentists, or lawyers. With OASI so nearly 
comprehensive, many people will ask: Why should 
doctors not be covered? Are there any compelling 
reasons justifying the exclusion of the medical pro- 
fession? 

Let me make my own position clear. I am sincerely 
in favor of inclusion of doctors. At the same time, I 
shall always be opposed to forcing any substantial 
group in our society into any framework of govern- 
ment policy whenever that situation can be avoided. 
What perplexes me is the steadfast opposition of 
organized medicine to all proposals for inclusion under 
social security—undoubtedly the chief reason why 
doctors will be the last self-employed group excluded. 
I am perplexed because I am convinced that most doc- 
tors who will honestly study the social security system 
and weigh the arguments for and against coverage, are 
likely to conclude that the balance of the argument is 
heavily in favor of inclusion. 


The Opposition to Coverage 


The customary arguments against inclusion of doc- 
tors in social security include an assortment of theo- 
retical and so-called practical objections. Among the 
former type are the arguments that this is “one more 
step toward socialized medicine,” that it is “incom- 
patible with the free enterprise system,” and, asa recent 
editorial in the Journal of the American Medical Asso- 
ciation stated, that “physicians as a group do not seek 
federal charity.” 
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Is social security a government hand-out, a dole, i:, 
which by implication it is degrading to partipate? Is i: 
a substitute for private insurance protection? Not ac- 
cording to President Eisenhower, who has said in 
words I heartily endorse: 

“The system is not intended as a substitute for privat: 
savings, pension plans, and insurance protection. It is, 
rather, intended as the foundation upon which these other 
forms of protection can be soundly built... . The system 
both encourages thrift and self-reliance, and helps to 
prevent destitution in our national life.” 

I can see no logical or ethical reason, despite the 
false, outworn bogeyman of “socialism,” for depriving 
doctors of benefits available to most of their fellow 
citizens. Neither the professional freedom nor the per- 
sonal initiative of the individual doctor would be in any 
demonstrable way impaired—no more than the freedom 
or initiative of any other individual covered by social 
security has been impaired in the past. If, in the spirit 
of free enterprise, a national poll of physicians is ever 
taken on this question of coverage, the results might be 
surprising—perhaps as surprising to many people as 
was Senator Styles Bridges’ statement in sponsoring one 
of the bills to extend coverage to dentists, that dental 
sentiment in some states ran 8 to 1 in favor of extension. 

The so-called practical arguments against coverage 
are sometimes hard to square with the theoretical ones. 
It is curious reasoning, for instance, to object to social 
security both on the ground that it is charity and that 
it costs the covered individual too much to participate. 

Yet these two main inconsistent threads run through 
most of the usual opposition literature. The argument 
on costs is frequently linked with the notion that doc- 
tors as a group retire later than most people, and that 
it is proportionately unfair to doctors to tax them for 
what they will not get. This argument that social 
security is a bad investment in turn often reflects— 
again inconsistently—another notion suggesting that 
social security is “not insurance at all.” 

Of course, it is true that under OASI, just as under 
other types of insurance, certain contributors will con- 
tribute without ever receiving any benefits. If a covered 
person does not survive to age 65 and leaves no widow, 
minor children or dependent parents, there will be no 
benefits; or if a widow remarries she will lose her 
benefits. But this is no different from fire insurance, 
casualty insurance or automobile liability insurance. 
Like them, OASI is insurance payable upon the hap- 
pening of certain contingencies: e.g., reaching age 65, 
having a wife reach age 65, or dying leaving children 
under 18. It seems to me that contingencies such as 
these should be important ones to the self-employed 
doctor. Let us look at them in relation to the tax and 
benefit schedule currently in operation under the latest 
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actual 1954 revisions in the Social Security Act, which 
took effect in January, 1955. 


Retirement Benefits 


Consider the hypothetical case of a self-employed 
doctor now 62 who earns more than $4,200 a year. As- 
suming provisions were made for his inclusion in social 
security before he is 65, how long would he have to pay 
social security taxes before he would qualify for max- 
imum retirement benefits? He would pay the maximum 
rate of $126 a year (3 per cent of $4,200) until he 
reaches 65, paying it at least for 18 months even if this 
should mean working beyond his 65th birthday. To as- 
sure maximum benefits, the doctor’s monthly earnings 
would have to average $350—the new 1954 ceiling— 
until he becomes eligible for retirement benefits or dies. 

Such a “fully insured” doctor could claim the follow- 
ing benefits: up to $108.50 a month for life, personally, 
upon retirement at 65; up to $54.30 in addition per 
month if his wife is 65 or when she becomes 65, making 
a combined total of up to $162.80 a month for the re- 
tired couple and up to $200 a month if there are at 
least two dependent children. 

Even if this doctor did not retire at 65, his full 
monthly retirement payments would begin at 72, no 
matter how much money he was still actually earning. 
Between 65 and 72, his full benefits would only be 
diminished relative to any actual net earnings he con- 
tinues to make. He would lose no social security benefits 
whatever because of any side income from property 
holdings, investments, insurance or savings. He could 
even continue to earn limited amounts of money and 
still get some benefits between 65 and 72, depending on 
how much money he made and on how many months 
he continued to work. Actually, no matter how large 
his annual net earnings during these years, the law 
would allow him to draw his social security benefits 
every month he was not actually engaged in practice. 

Should the doctor be disabled before reaching 65, he 
would be protected under the existing 1954 law by the 
new “disability freeze.”” He would not have to count 
the time of his disability in figuring (lowering) his 
average monthly income. If the 1955 House-passed bill 
becomes law, he will be eligible for disability payments 
at the age of 50. 

All of the payments and benefits which we have just 
been discussing would, of course, be tax exempt to the 
doctor or to his survivors. 

As is true of any comprehensive social insurance 
program, the actuarial soundness of social security 
coverage for the average doctor is in the nature of 
things partly speculative. Nevertheless, certain advan- 
taxes seem to me to be transcendentally clear. A retire- 


GP February 1956 


ment pension for an older doctor, for instance, may 
provide an incomparably high return on his invest- 
ment. Using the most extreme example, a doctor could 
obtain a pension of $162.80 for himself and his wife for 
a payment of a total of only $189 in taxes over an 18- 
month period just before his retirement at 65. Equally 
obvious are the advantages to a doctor who for one 
reason or another is otherwise entirely uninsurable or 
insurable only at very high rates. 

To the extent that an individual is closer to 65 than 
25, he will of course pay proportionately less in taxes, 
and there will be a more favorable difference between 
his tax contribution and the benefits he and his family 
may expect to receive. That difference would be partic- 
ularly favorable for doctors now in their fifties and early 
sixties, should the profession be covered under OASI 
at an early date. 


Survivorship Benefits 


OASI’s retirement benefits with their special attrac- 
tiveness to doctors in older age brackets are comple- 
mented by survivor’s benefits which should have a 
special attractiveness to the younger members of the 
medical profession. Indeed the survivorship aspect of 
the social security program probably constitutes the 
strongest over-all argument in favor of inclusion of 
doctors, and yet is the argument most often neglected 
when the issue is debated. 

The average doctor has the longest training period 
of any professional man. He should be more deeply 
concerned than most other individuals with protecting 
his surviving dependents in the event of his early death. 
Moreover, the fact that the early years of practice are 
proportionately the most expensive for self-employed 
doctors makes the survivor’s protection especially im- 
portant financially for younger doctors. Because of his 
late start, the young doctor often finds that he cannot 
buy enough life insurance until he reaches his middle 
thirties, when he must pay higher premiums. 

Surely the financial welfare of his family is just as 
much a legitimate concern of young doctors as it is of 
other husbands and parents. Yet the value of OASI 
survivor benefits is apparently not always fully ap- 
preciated. 

These benefits are impressive and substantial. If a 
young doctor earns $4,200 in the first year after doctor 
coverage under OASI, and $2,100 in the first six months 
of the following year, and if he should then die leaving 
a widow and two children under 18 years of age, his 
widow and children will receive $200 a month until the 
oldest child reaches 18. Benefits at the rate of $162.80 a 
month would continue until the youngest child reaches 
18. If at that time the widow were under 65, benefits 
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would stop until she reached that age (or 62, if the 
new House-passed bill becomes law), at which time 
payments would be resumed at the rate of $81.40 a 
month. His survivors would have received at the 
time of the doctor’s death a lump sum payment of $255. 

All of this would have been purchased with a total 
premium payment of $189. It is obvious that for a young 
doctor with a wife and several young children, social 
security coverage offers inexpensive term insurance of 
exceptional significance. 

If, as is undeniable, younger doctors would have to 
pay social security taxes for a longer period of time be- 
fore receiving retirement benefits, the survivorship 
aspects are certainly a compensatory attraction. At the 
same time that a doctor is building his rights to a 
pension for himself and his wife when he and she reach 
the age of 65, he is insuring his life for the protection of 
his wife, minor children, and even dependent parents 
who are also covered. As the major groups excluded 
from social security gradually become narrowed down 
to self-employed doctors alone, the closest members of 
doctor’s families may before long be the only persons 
likely to suffer economically because their deceased 
husbands or fathers were not covered. 


Loss of Rights 


Ironically these individuals may have been covered 
at some point in the doctor’s career, but not at the 
important points when he turned 65 or died. An in- 
creasingly persuasive reason for general inclusion of 
doctors is the unwarranted penalty involved when a 
doctor sacrifices his previous coverage by becoming 
entirely self-employed. Of the 200,000 doctors now 
active in the United States, 25,000 of them are interns 
or residents. Many have salaries and are already covered. 
Others are carried because their wives have taken jobs. 

Another group of 40,000 of these 200,000 doctors are 
on full-time salaries. They are employed by or in the 
Armed Services, the VA hospitals and administration, 
the U. S. Public Health Service and elsewhere. The 
federal government alone employs 17,000 physicians 
full-time. Many more are employed in public health 
work on the state and local level, in industries and 
mental health hospitals. More than 3,000 doctors are 
employed as hospital administrators. 

All of these doctors who are in the employ of other 
doctors, of the military, government and business, are 
already covered by OASI. As doctor mobility in and out 
of government service increases, this problem of sacri- 
fice of rights will increase. Social Security benefits may 
be lost, or the amount of the benefit impaired, every 
time a doctor moves from a salaried position into pri- 
vate practice. Even those doctors who are fully insured, 
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after ten years of coverage before becoming self-em- 
ployed, suffer a deduction today in the amount of their 
benefit rights for each year they are not in covered em- 
ployment. These unfortunate penalties constitute a 
needless discrimination within medical ranks. 

All of these arguments would persuade me, if I were 
a doctor, to work for social security extension to me and 
my colleagues. My convictions on the matter would be 
confirmed in the absence of any comparably attractive 
proposal. Private annuities may for some seem a desir- 
able supplement to social security protection, but there 
is an important difference between a supplement and 
an alternative. Hence I am convinced that we should 
at least give every self-employed doctor the option to 
be covered by social security if he so desires. 


Voluntary or Compulsory? 


I believe that most self-employed doctors would, if 
fully informed, favor coverage, and that in a matter of 
time coverage would become general. But my personal 
preference would still be for voluntary coverage, if, as 
some say, a really sizeable segment of the medical pro- 
fession would remain opposed to compulsory inclusion 
after a sober, diligent examination of the whole problem 
on its merits. My own deep professional respect and 
personal regard for members of the medical profession 
leads me to emphasize how chary I myself would be to 
vote for compelling any substantial group of our citizens 
to participate in a federal program against their will. 

But most of us also know that those who argue for 
compulsory inclusion are not necessarily arrogant or 
irresponsible. Their arguments too must be examined 
on their merits. 

Advocates of compulsion, including spokesmen from 
the Eisenhower Administration, have argued fervently 
that the question ultimately comes down to all or noth- 
ing. They urge that it is difficult to have a compre- 
hensive and fair social security system with some in- 
dividuals in a profession covered and some not. The 
Administration has consistently opposed voluntary 
coverage as actuarially unsound, claiming that from a 
financing viewpoint it means an “adverse selection of 
risks.” In a sense voluntary coverage in principle does, 
of course, constitute some discrimination against the 69 
million people who are already in the system paying 
compulsory taxes. Finally, it has been suggested that 
voluntary coverage might involve the government in an 
advertising campaign in direct competition with private 
insurance companies in an effort to maintain and in- 
crease the extent of voluntary participation. 

In the past these arguments have influenced both the 
House Ways and Means Committee and the Senate 
Finance Committee, either in the direction of total ex- 
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clusion or total inclusion of new groups. The disposi- 
tion of both committees so far has been to restrict 
voluntary coverage largely to ministers, for special con- 
stitutional and conscientious reasons. 

These arguments, like those of social security in- 
clusion in general, will have to be considered dispas- 
sionately. The time for either apathy or oratory is over. 

I urge every doctor—most especially every general 


practitioner—to familiarize himself with the provisions 
of OASI so that he may fairly judge his own best in- 
terests and weigh them with the interests of his fellow 
doctors and those of the nation. Once having done 
this, I hope he will speak out, individually and em- 
phatically, so that all of us will have the assurance that 
when decisions are finally made on this matter, they 
will be intelligent rather than predigested or haphazard. 





SOCIAL $ECURITY 


BY WALTER H. KEMP 


Computsory OASI coveracE, ostensibly unpopular 
but possibly inevitable, prompted a recent, exhaustive 
Academy survey. Seldom, since the memory of man 
runneth not to the contrary, has such concern been 
evinced and so few facts been available. Everyone 
seemed opposed to compulsory coverage but, with 
a few extremely spotty exceptions, no one had asked 
for the physician’s opinion. 

To rectify this, the Academy mailed a four-item 
questionnaire to 1,500 members. This questionnaire 
was designed to ascertain how many members opposed 
compulsory coverage, how many favored voluntary 
coverage, how many were opposed to any form of 
OASI coverage, and how many would participate in a 
voluntary program. 

The immediate response fascinated staff members 
who have had considerable experience in market re- 
search and survey work. Within ten days, 60 per cent 
of the questionnaires were returned. This soon climbed 
to 68 per cent. 

Essentially, physicians are vociferously opposed to 
compulsory coverage. Of the more than 91 per cent 
who voiced strong objections, many took time to add 
pointed comments indicating that they regard com- 
pulsory coverage as a needless intrusion and a point- 
less, expensive reflection on their ability to plan their 
own retirement income program. 

Not anxious to deprive their colleagues of possible 
benefits, 83 per cent approved voluntary coverage. 
Such a program would permit Dr. Smith to participate 
but would not force disinterested Dr. Jones to con- 
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tribute to Smith’s retirement income program. This 
democratic, laissez-faire approach seemed wonderous- 
ly American in a legislative era dominated by broad- 
spectrum taxation and the escalator clause. 

Approximately 55 per cent of Academy members 
queried would participate in a voluntary coverage pro- 
gram. That percentage may open many different eyes 
in many different quarters. 

The most frequently expressed objection took issue 
with existing income limitation provisions of the OASI 
program. With perhaps good reason, many doctors 
asked why they should be forced to participate in a 
retirement income plan that won’t pay certain partici- 
pants who retire at 65. It’s a good question. Currently, 
the retired participant whose income still exceeds 
$1,200 a year, is not eligible to receive benefits until 
he is 72. 

For probably a variety of reasons, the doctor under 
45 is more vehemently opposed to compulsory cover- 
age than his older colleague. Only 7 per cent of the 
younger doctors favored a compulsory program; 12 
per cent of the senior group concurred. A complete 
breakdown is shown in Chart 1. 

Again generalizing, the Eastern doctor sees more 
merit in compulsory coverage than his Western com- 
patriot. They differ only slightly in respect to volun- 
tary coverage. These figures are shown in Chart 2 on 
the following page. 

Although it would be possible to prepare a com- 
munity-size analysis, the Academy was primarily inter- 
ested in the over-all picture. These results are present- 
ed for the information and edification of interested 
physicians, legislators and organizations. We hope 
they prove helpful. 


Note: Percentage figures in charts on the following page do not 
always total 100. Some physicians favor compulsory coverage but 
would accept a voluntary coverage plan. Others are opposed to both 
voluntary and compulsory coverage. 
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Fractures and Joint Fractures. Vol. IJ. 4th ed. By Sir Reginald Wat- 
son-Jones, M.D. Pp. 1,073. Price, $22.00. Williams ¢ Wilkins 
Co. Baltimore, 1955. 


Tuts Book has long been awaited by those of the profession 
who are interested in trauma to the skeletal system, cover- 
ing injuries of the upper limb, injuries of the lower limb, 
injuries of the trunk including faciomaxillary injuries. The 
book ends with chapters dealing with rehabilitation of frac- 
tures and joint injuries and organization of an accident 
service. 

The contents are printed in clear, neat type on good 
paper which facilitates reading. The illustrations in color 
and in black and white are excellent. This lends to better 
understanding of the contents of the book. 

The general practitioner will find this work of Watson- 
Jones to be of inestimable value and it can save him many 
headaches. It should certainly be in his medical library. 

—H. V. Zuser, M.D. 


Atlas of Roentgen Anatomy of the Skull. By Lewis E. Etter, M.D. 
Pp. 215. Price, $14.75. Charles C Thomas, Springfield, IIl., 
1955. 


THIS EXCELLENT MONOGRAPH came into being because Dr. 
Etter, in his own words, “‘was dissatisfied with the state of 
knowledge of the roentgen anatomy of the skull.” Conse- 
quently he undertook a “radiographic anatomic dissection 
of the skull,” and this atlas reveals how thoroughly and 
clearly he has carried it out. 

General views of the entire skull are first presented, em- 
ploying both photographs and radiographs in various posi- 
tions. Small diagrams show the positions used in making 
the radiographs, these being standard positions familiar to 
all radiologists. 

Following this general survey is the analysis of the indi- 
vidual bone components of the skull, with radiographs, 
photographs and diagrams of the individual bone separated 
from the skull. The skull is studied in turn without the 
specific bone, and, finally, the skull is radiographed in 
various projections with the bone replaced in its anatomic 
position. This method is followed through the atlas and the 
information obtained is detailed, exact and satisfying. 
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Practitioner's Bookshelf 


Special studies of the anatomy of the temporal bone were 
contributed by J. Brown Farrior, M.D. The section by 
Samuel Henderson, M.D. and Louise S. Sherman, M.D., 
on the roentgen anatomy of the newborn skull is on a par 
with Etter’s own work. To this reviewer, the analysis of 
such components of the skull as the sphenoid bone and the 
temporal bone, with their complicated structures as de- 
tailed in gross anatomic dissections, is worth the price of 
the whole atlas. 

Two hundred thirty-nine excellent plates, with the im- 
portant structures clearly labeled in large print at the side 
of the reproduction and a short discussion at the beginning 
of each of the seven sections comprise the Atlas of Roentgen 
Anatomy of the Skull. It will find its greatest value as a refer- 
ence work, particularly for the radiologist and the neuro- 
surgeon, and frequently for the plastic surgeon, otorhino- 
laryngologist, oral surgeon and pediatrician. The general 
practitioners will probably not use this volume to any ex- 
tent, but could well urge their radiologic colleagues to have 
it available. —ArTHUR B. Sir, M.D. 


Etiology of Chronic Alcoholism. By Oskar Diethelm, M.D. Pp. 229. 
Price, $6.75. Charles C Thomas, Springfield, Ill., 1955. 


Tuis BOOK would hold little interest for the average family 
physician. It is an exhaustive research volume and does 
throw some light on the psychopathology and character 
structure in chronic alcoholism. There is a considerable 
amount of research work done on the personal and family 
background of alcoholic patients. It does not, however, 
convey much that can be useful in the day to day treatment 
of the problem drinker. For advanced students of this sub- 


ject it would be very interesting. 


—AnpREW S. Toms, M.D. 


Clinical Roentgenology, Vol. III. The Lungs and the Cardiovascular 
System. By Alfred A. de Lorimier, M. D., Henry G. Moehring, 
M.D. and John R. Hannan, M.D. Pp. 512. Price, $20.50. 
Charles C Thomas, Spring field, Ill., 1955. 


Tuts, the third in the series of roentgenologic manuals, 
maintains the clarity of the previous volumes. The authors 
are to be congratulated on the manner in which they have 
covered the broad subject of this volume. 
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Again in each of the multiple topics discussed, the x-ray 
findings are correlated with clinical and pathologic con- 
siderations and a note as to differential diagnosis is always 
added. It is improbable that any other available text has 
done this particular procedure so effectively. 

Some of the illustrations are a bit grey, although I 
believe in all instances one is able to recognize the pertinent 
detail. 

This, then, is a worthy addition to the first two volumes 
and an item which is certainly applicable to the general 
practice of medicine, not only for the direct information 
available but also to aid in evaluation of roentgen findings 
as reported by specialists. _—ArTHuUR J. PRESENT, M.D. 


Salivary Gland Tumors. By Donald E. Ross, M.D. Pp. 86. Price, 
$7.50. Charles C Thomas, Spring field, Ill., 1955. 


Tuis BOOK is brief{—86 pages and easily read. The author 
reviews the histogenesis, history and pathology of tumors, 
benign and malignant, of the salivary glands. The printing, 
illustrations, the surgical anatomy and readability are 
excellent. He stresses the importance of surgeons having 
complete knowledge of the anatomy and pathologic behav- 
ior of tumors in this region before tackling such operations. 
He believes inadequate surgery of parotid gland tumors is 
from fear of damage to the facial nerve. 

Dr. Ross gives his surgical technique for removing the 
parotid gland and yet preserving the facial nerve. 


This slim volume would be of particular interest to th: 
skilled general surgeon and plastic surgeon but the book 
should have only a mild appeal to the general practitioner. 

—Jay B. Price, m.p. 


The Mechanisms of Healing in Human Wounds. By Shattuck WV. 
Hartwell, M.D. Pp. 166. Price, $4.75. Charles C Thomas, 
Spring field, Ill., 1955. 


Tuis is a very comprehensive study of wound healing. It 
shows a great deal of study on the part of the author, and 
thorough insight into the means by which wounds heal. It 
also advances some new ideas as to the manner in which 
healing takes place. 

This is an excellent book, but somewhat too detailed for 
the average general practitioner. 

—Car_Ton E. Smiru, M.D. 


Cancer Cells. By E. V. Cowdry. Pb. 677. Price, $16.00. W. B. 
Saunders Company, Philadelphia, 1955. 


THE AUTHOR’s clear, concise style and his careful organiza- 
tion of the vast amount of information this volume contains 
relative to cancer cells, coupled with numerous plates, 
charts and tables, make this book a must for both those 
actually in and those contemplating entering into any of 
the various fields of cancer research. No medical library 
should be without it and no student of cancer, whether 
clinical or research, should fail to read it. 
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It is obviously not written for the general practitioner. 
However, one regrets that the author has not also pub- 
lished, in much shorter form for the practicing physician, 
an elaboration of the collected chapter summaries. Those 
chapters on ‘‘Malignant Growth of Cancer Cells,” ‘Viruses 
as Cancer Agents,” and “Modifying Factors in Cancer 
Development” were particularly informative and stimulat- 
ing to this reader. —Erroit W. Rawson, M.p. 


Migraine and Periodic Headache. 2nd ed. By Nevil Leyton. Pp. 128. 
Price, $2.50. Charles C Thomas, Springfield, Ill., 1954. 


Dr. Leyton knows much about migraine. For instance he 
recognizes the fact that there is a typical migrainous per- 
sonality. It is good to see that he does not believe that mi- 
graine and epilepsy are closely related. He recognizes the 
fact that migraine is seldom due to ocular strain. He says 
truly that the average physician is pessimistic about trying 
to help persons with migraine. Commonly he either does 
not know of the tremendous help which can come from the 
use of ergotamine or DHE 45; or he is so afraid of ergota- 
mine he hates to use it. He ought to know that there are 
hundreds of persons around the country who for years 
have taken one or two injections of ergotamine every day 
without coming to any bad end. 

Leyton is rather more enthusiastic about treatment than 
most of us are, but he honestly admits that in cases of 
severe migraine mighty little or nothing can be done either 
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to lessen the frequency of the headaches or to abort them 
when they come. Too often the physician cannot tone down 
the patient’s tremendous sensitiveness, or he cannot make 
her life easier, or he cannot give her a decent husband who 
won’t keep her stirred up much of the time. 

Leyton speaks of “curing” many of his patients. Most of 
us would not care to use that word cure because we know 
that migraine is a tendency which lasts throughout a per- 
son’s life. In many cases even severe spells of migraine stop 
coming by the age of 30, but they can come back again in 
severe form in the forties or fifties. 

Leyton believes in examining patients thoroughly. The 
reviewer would say that a thorough examination practically 
never reveals anything that has to do with the production 
of the migraine. Even when gallstones are found or a my- 
oma of the uterus, these things have nothing to do with the 
headaches. Even a hypertension, occasionally found, may 
have nothing to do with the headaches. 

Leyton admits that the treatment of migraine with anti- 
histaminics is disappointing. He believes in desensitizing 
patients to histamine, and he gives details about this, but 
he admits that the treatment does not always work. 

Leyton has great faith in treating migrainous women 
with antuitrin § or Pregnyl. He has this faith in spite of the 
fact that one rarely sees a migrainous woman who is not 
decidedly feminine, with a triin body, a normal menstrua- 
tion, and a normal ability to have children. Under the cir- 
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cumstances it is hard to believe that she can have any defec: 
in the function of her glands of internal secretion. 

One point which Leyton might have made is that som: 
writers will say that the treatment of migraine is the sim- 
plest thing in the world. One will say that all that is needed 
is to inject a woman with estrogens; another man will sa\ 
that all one has to do is to inject progesterone, while an- 
other will say that the injection of an estrogen can bring an 
attack of migraine. 

Leyton tried at times to desensitize the patient to Pros- 
tigmine. Occasionally he uses Carbachol which is a choline 
ester. He says it can help in one in ten cases. He also has 
used urea which can be a sedative, and he uses Bellergal 
which is mainly phenobarbital, and he uses the vitamin-B 
complex. As every good physician knows, the more reme- 
dies that are recommended for a disease the surer one can 
be that none of them is of much value. 

Very properly, Leyton has a chapter on the economic 
and social considerations needed in the treatment of mi- 
graine. So often the physician’s efforts are useless because 
the woman’s conditions of life are too hard or too distress- 
ing. Often the only man who could cure a migrainous wom- 
an is her husband, but he will not reform. 

One great difficulty in the treatment of migraine is that 
different writers have such different views in regard to it. 
Thus, the reviewer looks on it mainly as the result of an 
inborn peculiarity of an area in the brain which is asso- 
ciated with a special body build and temperament and 
great sensitiveness to a number of stimuli. Another man 
will say that migraine is nothing but allergy. He almost 
certainly is wrong. Another man will say that migraine is 
due to disturbances in the glands of internal secretion. He 
almost certainly is wrong. Another will say migraine is all 
due to eye strain, and he is wrong. Another will say it is due 
to sinusitis and he is very wrong. Another will say that it is 
a variant of epilepsy and he is wrong. Another will say it is 
all due to histamine and he is wrong. 

Sometimes the only treatment that does any good is a 
good rest. The only treatment that can be counted on to 
stop an attack in 85 per cent of cases is ergotamine. DHE 
45 is so much milder in its action that often it does not 
work. The biggest message many physicians need is that 
they need not be fearful of ergotamine. The reviewer has 
been prescribing it freely for some 30 years—without a sin- 
gle accident or even near-accident. 

—Watter C. ALVAREZ, M.D. 


Correlative Neurosurgery. By Edgar A. Kahn M.D., et al. Pp. 413. 
Price, $19.50. Charles C Thomas. Springfield, Ill., 1955. 


Tuis BOOK is admirably done in every respect. The objec- 
tive has been to correlate the basic science of neurology 
and neuroanatomy. with the problems faced anatomically 
and technically at the operating table in neurosurgery. 
The printing is excellent and the illustrations are 
extremely well done and are profuse throughout the book. 
Naturally, because of subject material, the book is in 
many places highly technical and actually is of interest 
only to those engaged in the specialty of neurosurgery. 
—F. A. CARMICHAEL, JR., M.D. 
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Sexual Precocity. By Hugh Jolly, M.D. Pp. 276. Price, $6.75. 
Charles C Thomas, Springfield, Ill., 1955. 


Tue MoNoGRAPH, Sexual Precocity, by Dr. Hugh Jolly, a 
London pediatrician, is of limited value to the average 
general practitioner, unless he has some special interest 
in the subject. 

This is a critical review in which the several types of 
precocious sex problems are analyzed and the difficult sub- 
ject matter dealt with charitably. The differential diagnosis 
and the case histories presented make the reader aware of 
the relative frequency of different types of sexual precocity, 
but to the uninitiated, it is a treatise one must force one- 
self to finish. 

The monograph is probably unparalleled as a reference, 
particularly for the interested pediatrician or endocrinolo- 
gist, but for the busy generalist, it is not at all practicable. 

—Cuak es K. Rose, JR., M.D. 


JAMA Clinical Abstracts of Diagnosis and Treatment. Edited by Noah 
D. Fabricant. Pp. 627. Price, $5.50. Grune @ Stratton, Inc., 
New York, 1955. 


THE ABSTRACTS included in this book are taken from the 
“Medical Literature Abstracts Section” which appears in 
the JAMA. These abstracts emphasize two dominant as- 
pects of contemporary practice-diagnosis and treatment. 
They have been divided into 14 different sections which 
include the various divisions of the medical profession and 
therapeutics and physiology. 

The abstracts average a page in length, including all the 
essential information. The index has been very well done 
so that one is easily able to find information in any field 
and get whatever cross-references are necessary. 

This book should be of great value to everyone, especially 
to general practitioners, because it gives easy reference to 
medical problems, gives the summary of the literature and 
also makes it easy to go back to the original articles to get 
details, if needed. —A, J. FRANZI, M.D. 


Surgical Physiology of the Adrenal Cortex. By James D. Hardy, 
M.D. Pp..191. Price, $5.75. Charles C Thomas, Spring field, 
Ill. 1955. 


THE AUTHOR of this book discusses physiologic aspects of 
the body as related to the adrenal cortex in both normal and 
pathologic situations. Adrenalectomy is also discussed, as is 
the use of cortisone and ACTH in many conditions. 

It is the feeling of this reviewer that the author has done 
an extremely nice piece of work in the presentation of his 
subject and has covered it quite thoroughly. This book 
would appear to be of considerable value, not only to the 
surgeon, but also to the internist and the general practi- 
tioner, inagmuch as many of the problems which are dis- 
cussed are those which the general practitioner would see 
in his daily'work. —Dona_p F. Cosurn, M.D. 


Splenin A in Rheumatic Fever. By Alvin F. Coburn, M.D., Lucile V. 
Moore, M.D., Judith Wood, M.D. and Mary Roberts. Pp. 86. 
Price, $3.75. Charles C Thomas, Spring field, Ill., 1955. 


THis LITTLE BOOK constitutes a series of reports on 47 cases 
of rheumatic fever treated with Splenin A. 
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In the middle 1940’s G. Ungar became interested in ty. 
fractions of splenic extract known as Splenin A and Splenin 
B. Splenin A had anti-inflammatory characteristics some- 
what similar to ACTH and cortisone. This group from the 
Rheumatic Fever Institute at Northwestern University 
Medical School, Chicago, was able to obtain, over a period 
of time, enough Splenin A from the Armour Laboratories to 
conduct these studies. In general the material was helpful 
in controlling acute episodes of rheumatic fever. 

From the standpoint of the man in general practice, this 
book has no interest beyond the development of things that 
may come later. Splenin A is not available anywhere, nor 
have any satisfactory conclusions been drawn about it on a 
sufficiently large scale to have a real meaning for the man in 
practice. This simple report, as we have given it, will alert 
those of us who are curious and point out the book to those 
who have particular interest in this area. General use of the 
facts under investigation, if forthcoming, will be in the 
relatively distant future. —DELEVAN CALKINS, M.D. 


The Uncommon Heart Diseases. By Nathaniel E. Reich, M.D. Pp. 
528. Price, $10.50. Charles C Thomas, Spring field, Ill., 1954. 


MANY NEW TEXTS bring us up to date on what we learned in 
our formal training and probably tell us little of which we 
don’t have some knowledge. This book speaks in rather 
detailed fashion about uncommon heart diseases, and much 
of the material is not covered in the usual books on heart 
diseases. In this presentation, Dr. Reich gives information 
about numerous diseases in which the cardiac picture is 
not usually considered as the primary disease, yet knowl- 
edge of it will aid in both diagnosis and treatment. The 
book covers a wide range of subjects (considering, of course, 
the cardiac picture) among which are non-structural car- 
diovascular abnormalities, trauma, tumors, collagen dis- 
eases, acute nonspecific myocarditis, infections of all types, 
effects of drugs and electrolytes, blood dyscrasias and 
metabolic disorders. 

The text is written so that it can be easily read as a 
whole in installment reading, or used as a ready reference. 
It should not be construed from the title that one must 
be expert in all common diseases of the heart before this 
text can be used. —Gi M. KInzER, M.D. 


Clinical Biochemistry. 5th ed. By Abraham Cantarow, M.D. and 
Max Trumper, Ph.D. Pp. 738. W. B. Saunders Company, 
Philadelphia, 1955. 


THIS TEXT, now in its fifth edition, was originally published 
25 years ago. Its purpose then, as now, was to relate the 
science of biochemistry more closely to the clinical prac- 
tice of medicine. It continues to be eminently successful in 
achieving this purpose. 

This present edition has been considerably revised since 
publication of its immediate predecessor. This is particu- 
larly apparent in the sections dealing with liver and kidney 
function, and with electrolyte metabolism. 

The book is so written and indexed that it can be used as 
a reference volume, or as a complete text for the student. 
The style of writing is clear, concise and fluent, the vocabu- 
lary completely familiar to the clinician. 
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As clinical and laboratory medicine become more insep- 
arable, this book becomes a more essential part of every | 
practicing physician’s library. 

—James E. FitzGERALD, M.D. 


Sexual Hygiene and Pathology. By John F. Oliven, M.D. Pp. 481. 
Price, $10.00. J. B. Lippincott Co., Philadelphia, 1955. 


Tus is an up-to-the-minute review of sexual hygiene and 
pathology for the physician, and, as such, is recommended — | 





to the general practitioner, who must treat many such 























cases, especially among adolescents. 
—WiuiaM E. Lorreruos, M.D. 
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Doctors’ Offices and Clinics. By Paul Hayden Kirk and Eugene D. 
Sternberg. Pp. 218. Price, $12.00. Reinhold Publishing Corp., 
New York, 1955. 


THis BOOK is a compilation of information, office designs, 
photographs and cost data on all types of doctors’ office 
buildings and individual offices. . ° 
° P 294° Ds 41— 
The floor plans reproduced provide complete informa- neu hypnotic sedatu ¢ 
tion on size, number of professional and auxiliary person- | NEW colors 
nel accommodated, estimated costs and materials used in | 
construction. NEW size 
There are some excellent examples of medical center NEW shape 
buildings in which a group of doctors practices independ- i 
ently. One such building is designed to provide all services 
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the surgical management and preanesthetic medication; 


Lotusate (brand of talbuta!) and Caplets, 
trademarks reg. U.S . Pat. Off. 


and the selection and use of a wide variety of anesthetic 
agents. 





LABORATORIES 
(hormerly Winthrop Stearns inc | 


lhe concluding chapters on anesthetic management dur- New York 18, NY. + Windsor, Ont 


ng and after surgery emphasize the point that the geriatric 
patients prognosis is good when conducted with adequate 





evaluation, preparation and careful maintenance by a com- | 
petent anesthesiologist. Cuartes H. Wuire, M.p. 
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AN ACADEMY OFFICER'S PROFILE. . 


Medical Education, Director McKinlay’s Forte 





D. Wilson McKinlay, M. D. 


CHAIRMANSHIPS and directorships have come naturally 
for Dr. D. Wilson McKinlay, Spokane, Wash., who was 
elected last March to the American Academy of Gen- 
eral Practice Board of Directors. 

This latest medical honor highlights a succession 
of busy years in the Academy. He was one of the 
organizers and charter members of the Spokane chapter 
and has been a member of its board for three years. 

He was also a charter member of the Washington 
State chapter and has served as assistant secretary- 
treasurer, state chairman of the Building Fund and a 
delegate for four years. He has attended every one of 
the seven Assemblies. 

During 1954 he was a member of the Commission on 
Membership and Credentials and chairman of the Cre- 
dentials Committee for the Cleveland meeting. Last 
year in Los Angeles he chairmaned the Reference 
Committee on Education. Besides the signal honor of 
being elected to the Board, he was also named chair- 
man of the Commission on Education. A former edu- 
cator, Dr. McKinlay finds medical education a par- 
ticular challenge. 
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The course of Dr. McKinlay’s life was not charted 
directly into medicine. While attending Walla Walla 
College, he worked as student instructor in the physical 
education department. Professors, impressed with his 
teaching abilities, urged Dr. McKinlay to stay in the 
education field, although he had earlier expressed a 
desire to study medicine. 

Upon graduation in 1926, Dr. McKinlay set out for 
India where he was a teacher-missionary for six years. 
The last of the six years he was principal of a junior 
college at Mussoorie. His chief decision during his stay 
in India was to return to his first love—medicine. 

Not long after Dr. McKinlay came back to the States, 
his medical career began at the College of Medical 
Evangelists, Los Angeles. There he received his M.D. 
in 1938 and then interned at L.A.’s White Memorial 
Hospital. At that time he achieved the honor of being 
made a diplomate of the National Board of Medical 
Examiners. 

Besides membership in the Academy, Dr. McKin- 
lay’s medical affiliations include the AMA, Washington 
State and Spokane County Medical societies and Wash- 
ington State Obstetrical Association. 

At Spokane’s St. Luke’s Hospital, he is chief of staff 
and also has been chairman of the General Practice and 
Ob-Gyn Committees. He is a past secretary of the hos- 
pital and is also on the staffs of Deaconess and Sacred 
Heart Hospitals. A key honor was his appointment to 
the Washington State Mental Health Committee. 

Dr. McKinlay was born in Moscow, Idaho on Janu- 
ary 2, 1904 to Glenn P. and Effie May Wilson McKin- 
lay. He has two sons. Michael was born to Dr. and Mrs. 
McKinlay (the former Miss Helen Platt) in 1945. Glen 
W. McKinlay, 26, is a son by a former marriage. 

Civic duty is important to Dr. McKinlay. Member- 
ships include Chamber of Commerce, Kiwanis, civic 
theatre and local opera. A past leader in both local and 
state Kiwanis, he has been chairman of the Garland 
Blue Baby Fund, Inc., a Kiwanis project, since 1947 
when he organized it. 

His hobbies are golf, swimming and music, but he 
keeps an eye toward doing some teaching in medical 
college one day. During World War II he was super- 
intendent of Finch Memorial Hospital at Washington 
State College and contract surgeon for U.S. Air Corps 
Cadets Program and the Army Engineers in training 
at the college. 
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News 


1956 Assembly Program Finale on Thursday Worth Waiting For 


Tomorrow's Medicine, Live Clinic 


and Thrombocytopenia Key Topics 


IT Is A COMMON DEVICE of program committees to save 
some of the best for the last. The Academy’s Scientific 
Assembly will be no exception. Every physician who 
makes the trip to Washington will have the strongest 
possible reasons for staying there until after 12 noon 
on Thursday. 

For example, who could pass up a 90-minute live- 
clinic demonstration of rehabilitation techniques by one 
of the nation’s top authorities. That stellar attraction 
will be Dr. Josephine Buchanan, assistant professor of 
physical medicine and rehabilitation at both George- 
town and George Washington universities. She is also 
chief of the physical medicine and rehabilitation service 
of the District of Columbia General Hospital — from 
which institution her demonstration patients will be 
drawn. 

Dr. Buchanan has devoted her entire professional 
career to this special field of medicine, having done 
teaching, research and consultive work with Medical 
College of Virginia, Woodrow Wilson Rehabilitation 
Center, the Federal Office of Vocational Rehabilitation, 
and the USPHS Division of Chronic Diseases and Tu- 
berculosis. Her society affiliations include the National 
Rehabilitation Association, International Society for 
the Welfare of Cripples, American Physical Therapy 
Association, and both the American Society and the 
American Congress of Physical Medicine and Reha- 
bilitation. 

Dr. Buchanan will key her presentation to the basic 
precept that: ‘We must change our philosophies, skills 
and procedures from those which manage diseases to 
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those which manage patients.” (That viewpoint should 
endear her to every general practitioner.) 

She feels that the dramatic and obvious disabilities 
(amputations, cord injuries, and the like) have tended 
to make us overlook the greater incidence of cerebral 
vascular accidents, so-called “‘simple” fractures, nerve 
injuries, and the effects of vascular diseases. Methods 
of management of such cases will be demonstrated on 
live patients, with attention to both hospital techniques 
and home adaptations. As time permits, procedures in 
more severe conditions will also be demonstrated, and 
a film record of the results of such procedures will be 
shown. 

This lecture-demonstration should be a “must” on 
the calendar of every family doctor who has ever expe- 
rienced the frustrations of handling one of these cases 
without a rehabilitation center around the corner. 

The first post-recess period will be devoted to “Causes 
and Management of Thrombocytopenic Purpura,” pre- 
sented by William J. Harrington, M.D., assistant pro- 
fessor of medicine at Washington University, St. Louis. 
Dr. Harrington is acclaimed by those who know as one 
of the brilliant young leaders who will set the course of 
progress for tomorrow’s medicine. 

His postgraduate training included work at Holy 
Ghost Hospital in Cambridge, Mass., Boston City Hos- 
pital and with the National Cancer Institute. He is ac- 
tive in such erudite groups as the American Federation 
for Clinical Research, American Society for Clinical 
Investigation and the Society for Experimental Biology 
and Medicine. 
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Recognizing that a wide variety of causes for bone 
marrow replacement will lead to thrombocytopenia, 
Dr. Harrington will review the differential diagnosis of 
those causes. He will also discuss the action of infec- 
tions, spleen enlargement and antibodies in accelerat- 
ing the destruction of platelets. The four steps in the 
management of thrombocytopenia (treatment of any 
underlying disease ; splenectomy ; steroid therapy ; and 
platelet transfusions) will be evaluated individually and 
as various combinations appropriate in different varie- 
ties of the disorder. 

The final lecture of the 1956 Assembly has the in- 
triguing title, “A Look at Tomorrow’s Medicine.” It 
will be presented by Francis C. Wood, M.D., chairman 
of the Department of Medicine at the University of 
Pennsylvania. Dr. Wood was born in Wellington, South 
Africa, but his entire medical career has been associ- 
ated with the University of Pennsylvania—with the ex- 
ception of three years during World War II, when he 
served with the 20th General Hospital in India. 

His specific fields of interest are cardiology and car- 
diovascular diseases (he is on the Research Committees 
of both the American Heart Association and the Heart 
Association of Southeastern Pennsylvania). However, 
his broader interest in medicine is suggested by his 
membership in such groups as the Society for Clinical 
Investigation and the American Clinical and Clima- 
tological Association, while his activity in the Peripa- 
tetic Society suggests interest in the world in general. 

Making no claims to clairvoyance, Dr. Wood will 
forego the temptation to describe the “miracle drugs” 
of 1966, but will concentrate on an analysis of the three 
major factors he feels will determine the direction which 
the medical profession will take in the years ahead. 

First in the direction of increasing scientific under- 
standing of disease, and the types of preventive and 
therapeutic weapons which will be forged in the light 
of that understanding. 

Second is the broadening of the art of medicine, to 
keep pace with scientific advances—the necessity of re- 
discovering the wise and sympathetic patient relation- 
ship that bulked so large in the armamentarium of yes- 
terday’s general practitioner. 

Third is the inevitable pressure to develop more real- 
istic solutions to the economic side of medical care. 
Knowing something of Dr. Wood’s platform abilities, 
we suspect that—in addition to giving the anticipated 
“peek around the corner”—he will also send doctors 
home with new appreciation of their professional re- 
sponsibilities and renewed inspiration from their pro- 
fessional opportunities. 

So concludes the scientific program of the 1956 As- 
sembly, with the exception of the unique NIH Tours, 
which are described elsewhere in detail. It becomes in- 
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creasingly difficult, year after year, to make each Assem- 
bly program better than its predecessors. But there is 
good reason to feel that, in 1956, this accolade may be 
again tendered rightfully to Dr. E. 1. Baumgartner and 
his Committee on Scientific Assembly. 


For an over-all preview of every Assembly activity see 
the special insert beginning opposite page 172. 


Florida Host to 1956 Invitational 
Scientific Congress in Miami Beach 


Tue 1956 Invitational Scientific Congress will be held 
March 24 in Miami Beach, Fla., following the close of 
the AAGP’s Eighth Annual Scientific Assembly in 
Washington, D.C. There will be a $10 registration fee 
for visiting doctors. Attendance by members will 
qualify them for Category I postgraduate study credit. 

The scientific meeting and banquet, to be sponsored 
by the Dade County and Florida chapters of the Acad- 
emy, will be held at the fabulous Fontainebleau Hotel. 
Dr. Walter W. Sackett, Jr., president of the Dade 
County chapter, is general chairman. His co-chairman 
is Dr. Leonard M. Weil, immediate past president of 
the Florida chapter. Members of the Committee on 
Arrangements, all officers of the Dade County chapter, 
are Dr. Manning Rosnick, vice president; Dr. Robert 
Piper, secretary-treasurer and Dr. Thomas Ryon, past 
vice president. 

A quartet of well-known Florida physicians has been 
selected to present the scientific program which will be 
held during the afternoon only. Leading off the session 
at 1 p.m. in the Fountainebleau will be Dr. Jack Mickley, 
pathologist in chief at Broward General Hospital, Hol- 
lywood, Fla. He will discuss “The Woes of a Patholo- 
gist.” Dr. Mickley will be followed by the director of 
the Jackson Memorial Hospital of the University of 
Miami Medical School, Dr. Kermit Gates, who will pre- 
sent a paper on “A Dissection of the Head by the 
Public Health Officer for 
the General Practitioner.” 

The third participant, 
Dr. Robert Lawson, who is 
professor of pediatrics at 
University of Miami, has 
selected ‘“To Treat or Not 
To Treat,” as his topic. As 
the program finale, Dr. Ber- 
nard Goodman has been in- 
vited to discuss ‘The Office 
Couch.” Dr. Goodman is 
attending psychiatrist at 
Miami University’s Jackson 
Memorial Hospital. 





Walter W. Sackett, M.D. 
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EXCITING 1956 


MAKE YOUR 
RESERVATIONS NOW! 
DON’T DELAY! 


Contact: 


LEE KIRKLAND TRAVEL 


1231 Baltimore Avenue 
Kansas City, Missouri 





Post-Assembly Travel Plans! 


IMMEDIATELY FOLLOWING THE 1956 GENERAL ASSEMBLY IN WASHINGTON, D. ¢, 


FOUR SPECIAL TRIPS... featuring attendance at the 


1956 INVITATIONAL SCIENTIFIC CONGRESS 
in Miami Beach, Florida on March 24. 


This year, following the General Assembly in Washington, four special trips have 
been planned for your pleasure. The first from Washington to Miami via air 
or rail features attendance at the 1956 Invitational Scientific Congress 
there, sponsored by the Florida Chapter of the AAGP, and presented by the 
Dade County, Florida Chapter of the AAGP at the magnificent new Fountaine- 
bleau Hotel. . . . second, there are three special Caribbean extensions from 
which you may select following the Florida trip. . . . third is South America, 
departing direct from Washington at the close of the General Assembly . . . and, 
fourth — by popular request — Europe (also departing direct from Washington). 
Make Your Post-Assembly Plans Now ... to help in your selection, 
all four offerings are outlined in brief as follows: 


FLORIDA! 


Seven days in the land of at the 1956 Invitational Scientific Congress 

March 24th. Fun-in-the-sun, including choice of air or rail transportation Washington to Miami, choice 

hotel accommodations, extensive sightseeing, breakfast each day, dinner parties, transfers, etc. 
$239.00 each (Air or rail occupying bedroom) 
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THE CARIBBEAN! 


Three special extensions following the post-assembly Invitational 
Scientific Congress in Miami, as follows: 
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“A” Havana 
Four days — including round-trip air from Miami, choice resort hotel 


one dati , full ight 





ing, special entertainment. 


$147.00 each 
“B” Nassau, Havana 
Six days — round-trip air from Miami, choice resort hotel accommo- 


dations, full sightseeing, special entertainment. $269.00 each 


"¢” Haiti, Jamaica, Havana 
Seven days — round-trip air from Miami, choice resort hotel accom- 
modations, full sightseeing, special entertainment. $379.00 each 


SOUTH AMERICA! 


Thirty-four magic days to see the countless highlights of exotic South 
America — Brazil, Uruguay, Argentina, Chile, Peru, Ecuador, Panama, 
etc. Departing direct from Washington, enjoy del ar t 


$2,199.00 each 





from start to finish — the ultimate in travel! 





«+. and by popular request... 


EUROPE! 


“An Adventure in Fine Travel Abroad” — the thrill of Easter in Rome, 
splendors of centuries past — gaiety, excitement, adventure! 39 days 
of unparalleled pleasure. The finest accommodations, sightseeing, et¢., 


throughout. $1,899.00 each 
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The banquet, in Miami Beach splendor, will have 
Dr. Frank Linz, president of the Florida chapter, as 
master of ceremonies. The dinner will begin at 7 P.M. 
The guest speaker is Dr. Leo M. Wachtel, president- 
elect of the Florida chapter who is preparing an 
amusing 30-minute presentation on “A Backward 
Glance at General Practice.”” There will be a short 
introduction of guests, speakers and celebrities dur- 
ing the dinner. 


Special Bus Service Being Provided 
For Physicians from Armory to Statler 


ARRANGEMENTS have been made with the Gray Line 
Company of Washington, D.C. to provide bus service 
from the Armory to the Statler and Mayflower hotels, 
March 19-22, at the conclusion of the last lecture ses- 





Trends and Events in the Nation’s Capital 


Yardstick for Health Legislation 


Tue E1sENHOWER ADMINISTRATION will ask Congress 
to pass liberal national health legislation in 1956 — but 
not so liberal as to upset its relations with organized 
medicine. 

This has been made clear by the Cabinet member 
who is most directly concerned, Secretary Marion B. 
Folsom of the Department of Health, Education and 
Welfare. His plan is to subsidize new construction in 
hospitals and medical schools, greatly increase federal 
grants in aid for medical research and develop a vehicle 
of government assistance designed to promote member- 
ship in voluntary health insurance plans by enlarging 
the benefits or reducing costs, or both. 

A few days before Christmas, Secretary Folsom partly 
unveiled the blueprint for 1956. More complete details 
were to be disclosed in the President’s special health 
message scheduled to be transmitted to Congress in 
February. But already enough has been exposed to in- 
dicate definitely that the Administration is very much 
concerned about bringing good medical and hospital 
care within the reach of more people, at prices they 
can afford to pay. 

At his first news conference since he took office last 
August, succeeding Mrs. Oveta Culp Hobby, Mr. Fol- 
som outlined his concept of the steps to be taken toward 
that goal. They are (1) accelerated research in quest of 
gains that will improve diagnosis, treatment and cure 
of diseases; (2) expansion and improvement of physical 
facilities that will not only benefit the patient but so 
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sion each of these days during the Annual Scientific 
Assembly. 

On Monday, Tuesday and Wednesday, this service 
will be available from 5 p.m. until 6 p.M., on Thursday 
from 12 noon until | p.m. Strips of four tickets, at $2 
per set, will be on sale at a special counter in the regis- 
tration area of the Armory. (No refunds can be made, 
as the Academy will order—and pay for in advance— 
a number of buses based on the number of ticket 
purchasers.) 

This additional transportation service is being pro- 
vided because of the uncertainty of taxicab supply. 
Physicians who elect to take the NIH Tours on Thurs- 
day afternoon should remember that this service is dis- 
tinct from that which will take them to Bethesda, al- 
though both will be provided by the same transportation 
company. 


enhance the professional surroundings of doctors and 
medical students as to increase the career attractiveness 
of medicine, and (3) provision of such federal help as 
is feasible to heighten the quality and desirability of 
voluntary medical care insurance. 

The goal is clear: To reduce human suffering and 
economic loss caused by disease,”’ said Secretary Folsom. 

Although governmental economy will be stressed in 
1956, an election year, the junior Cabinet member is 
confident that Congress will look with favor upon plans 
that call for appropriation of about $125 million for sup- 
port of medical research and upward of $50 million to 
subsidize construction of research and teaching facilities. 

It is Point 3 which presents the big question mark— 
whether Capitol Hill will go along with the Administra- 
tion’s scheme, which is still in drafting stages, for stim- 
ulating medical care insurance coverage. In 1954 and 
again last year, the Eisenhower reinsurance program 
failed to attract major support. It was strenuously op- 
posed by American Medical Association and most large 
insurance companies. It appears that what the govern- 
ment now has in mind is a variation that would essen 
tially utilize the principle of reinsurance but provide 
safeguards against federal control. 


Labor for Compulsory Health Measures 


Recent adoption of a militant national health plat- 
form by the unified AFL and CIO presages the deter- 
mined campaign to be waged this year by organized 
labor for reforms and innovations farther to the left than 
those recommended by President Eisenhower and Sec- 
retary Folsom. 

The organization’s first constitutional convention in 
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New York City adopted resolutions recommending com- 
pulsory national health insurance, permanent and total 
disability insurance for social security beneficiaries, fed- 
eral operational grants to medical schools and other 
legislative measures equally controversial. 

Indications are that labor’s political machinery in 
this election year will be more active than ever before, 
with national health issues placed in the forefront of 
domestic problems which labor-supported candidates 
will stress in their campaigns for office. 


Tighter Reins on Barbiturates 


Washington observers believe it is likely that Con- 
gress will consider legislation this year to place bar- 
biturates under federal control almost as strict as that 
exercised over morphine and other opium derivatives. 

In December the House Ways and Means Subcom- 
mittee on Narcotics concluded a series of public hear- 
ings and field investigations begun last October and 
which were conducted from coast to coast. Although 
Food and Drug Administration and AMA minimized 
need for controls beyond those vested in the Durham- 


Humphrey Act on prescription drugs, Rep. Hale Boggs 
(Democrat, La.), subcommittee chairman, feels that a 
more stringent supervision is needed to curb the 
illicit traffic in barbiturates and amphetamines. 

In one recent 30-day period, Food and Drug Admin- 
istration reported there were 21 court convictions of 
druggists alone on charges of illegal sales of prescrip- 
tion drugs. In most cases barbiturates and ampheta- 
mines were involved. Five cases were in South Caro- 
lina, four in Massachusetts, others in Colorado, Illinois, 
New Hampshire, Michigan, North Carolina, New York, 
Texas, Rhode Island and South Dakota. 

The Boggs subcommittee has been advised by Food 
and Drug Administration to keep certain considera- 
tions in mind in connection with drafting of control 
legislation. Provisions should be made, says FDA, for 
compulsory listing by drug distributors of stocks re- 
ceived and sold; there should be a directory, or roster, 
of manufacturers and, finally, possession of the restrict- 
ed drugs should be limited to producers, authorized 
dealers, licensed physicians and holders of physicians’ 
prescriptions. 


—from GP’s special Washington correspondent. 





Phelps and Fowler Among Supporters of 
Three-Shot Polio Vaccine Dosage 


THe AcaDEMY was represented by Board Chairman 
Malcom Phelps and President John R. Fowler at the 
December 7 Public Health Service meeting in Wash- 
ington concerning Salk Vaccine dosages. 

Though the meeting was called by Surgeon General 
Leonard Scheele in view of the possibility of initiating 
a one-shot program to stretch scanty vaccine supplies, 
polio experts there advised sticking to the original 
dosage of three shots. 

Dr. Jonas Salk, developer of the vaccine, said he was 
highly pleased with the decision to continue with the 
three-shot program. As one of the conferees at the 
meeting, he pointed out the marked degree to which 
immunity is raised when second and third shots are 
given. He also stressed that the same degree of im- 
munity from one shot might not hold when vaccination 
shifted to another age group. 

Dr. Salk was referring to the results of a special 
preliminary report of the polio surveillance unit titled, 
“The Effectiveness of a Single Inoculation of Salk 
Vaccine.” 

it showed 69 per cent effectiveness in seven states— 
New York, California, Colorado, Illinois, Maryland, 
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Minnesota and Missouri. Of 1,490,459 children vac- 
cinated in these states, only 58 had paralytic polio. 

In announcing the unanimous decision of the group 
of virologists, immunologists, public health experts 
and practicing physicians who were called to the meet- 
ing, Dr. Scheele said: 

‘Although it is evident that the injection of one c.c. 
produces a marked degree of immunity, it was found 
that there is not enough scientific evidence on the 
duration of the immunity after a single dose to lead to 
any recommendations for a change in the present 
dosage.” 

Following the meeting, Drs. Fowler and Phelps re- 
ported it was agreed that patients should be encouraged 
to take their vaccine now because with the increased de- 
mand during the polio season, the vaccine probably 
will be much more difficult to obtain. 

Both physicians said the entire group attending the 
meeting seemed vitally interested in the views ex- 
pressed by the representatives of practicing physicians. 

Basil O’Connor, president of the National Founda- 
tion for Infantile Paralysis, said the foundation had 
made twe inspections of the vaccine manufacturing 
plants and feels that there will be plenty of vaccine in 
1956. 

Dr. Scheele said that heavier vaccine supplies al- 
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ready were coming in for clearance and would show up 
in December and January reports at the National In- 
stitutes of Health whose headquarters are in nearby 
Bethesda, Md. 

Congress will review the supply and demand situation 
this month when the federal aid program in this field 
will be considered for a possible extension. 


Approved General Practice Residency 
_ Now To Provide Actual Surgical Experience 


THE ESSENTIALS of an approved general practice res- 
idency have been revised to provide training in common 
emergency and elective operative procedures during 
the second year of a two-year residency. The revised 
essentials were adopted by the American Medical As- 
sociation House of Delegates at the Boston interim 
session in December. 

Previously the essentials had limited the resident’s 
training to diagnosis and pre and post-operative care in 
surgery, without providing actual experience in sur- 
gical procedures. The revised essentials also provide for 
additional training in a physician’s office if the hospital 
does not have an organized outpatient department. 

The revisions were formulated earlier in the year by 
the Residency Review Committee, composed of three 
representatives from the AMA Council on Medical 
Education and Hospitals and three representatives 
from the American Academy of General Practice. 
Hospitals with residencies organized under the old 
essentials will have at least a year in which to reorganize 
their programs. 

Dr. William J. Shaw, Fayette, Mo., former chairman 
of the Academy’s Commission on Education and a 
former Board member, was elected chairman of the 
committee for the ensuing year. Dr. W. Andrew 
Bunten, Cheyenne, Wyo., a council representative, was 
elected vice-chairman; Dr. Edward H. Leveroos, of the 
AMA national office, will 
continue as secretary. 

The committee evaluated 
45 residency programs 
which had been inspected 
by the council’s field staff 
since May, 1955. Thirty- 
eight of the programs were 
approved. 

Copies of the essentials 
and all forms required in 
approval of a residency pro- 
gram may be obtained from 
the Council on Medical 
Education and Hospitals of 
the AMA. 


William J. Shaw, M.D. 
New chairman for Residency 
Revivw Committee 
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Urges Bigger Role for General Physician 
In Aiding Crippled Children and Adults 


THE FAMILY DOCTOR is the most important factor in the 
recognition of crippling diseases or accidents and he 
must have an equal voice in evaluating treatment for 
them, Dr. John R. Fowler, Academy president said at 
the annual meeting of the National Society for Crip- 
pled Children and Adults, on November 29 in Chicago. 

Dr. Fowler, whose topic was “The Role of the Gen- 
eral Practitioner in Conquering Crippling,” pointed 
out that the general physician can diagnose with rea- 
sonable accuracy and treat 85 per cent of all ailments 
and diseases. 

He further stressed that not only is it within the 
realm of the general practitioner to observe and recog- 
nize those conditions which lead to crippling, but he 
also has an abiding appreciation of the humanities 
which should make him the co-worker in the humani- 
tarian work that the Society for Crippled Children and 
Adults is doing. 

He felt general practitioners should be integrated 
more generally in the society’s efforts. 

Dr. Fowler pointed out that the general practitioner 
leads the field in delivering babies and in treating the 
pediatric age group, age 1-12. He does more preventive 
medicine with the possible exception of the public 
health departments; his is the first contact in the ma- 
jority of cardiovascular accidents. He has the oppor- 
tunity more often to observe cerebral palsy in its early 
stage, to observe the beginning of muscular dystrophy, 
the beginning of multiple sclerosis and to suspect the 
onset of poliomyelitis. He first sees the majority of cases 
of crippling arthritis and a large proportion of indus- 
trial, automobile and home accidents. 

In proposing a closer bond between the society and 
the general practitioner, Dr. Fowler urged that the 
group give the general practitioner his proper recog- 
nition. Heretofore, he ex- 
plained it is possible that 
the general practitioner has 
been reluctant to partici- 
pate wholeheartedly in a 
program where he is, by in- 
ference, considered to be a 
minor appendage, and not 
really necessary in evaluat- 
ing treatments. 

He stressed closer liaison 
with general physicians, 
that they be given propor- 


tionate representation with Giniiinen Sinn 0, Center 


Family Doctor’s Role 
in Conquering Crippling 


specialty groups on advi- 
sory committees and that 
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the patient be informed of the real value of such par- 
ticipation by his personal physician. 

Dr. Fowler concluded that he felt many physicians 
were not aware that the society’s scope of activities en- 
compassed all age groups—the Easter Seal Donations 
appeal being made in behalf of crippled children only. 
He felt more adequate information should be dis- 
seminated among doctors concerning the society’s 
scope and availability in dealing with rehabilitation. 


Poll Shows Few Physicians 
Retire Upon Reaching Age 65 


THE CONVENTIONAL retirement age of 65 means noth- 
ing to the majority of physicians, according to a recent 
poll conducted by Medicine in the News, a Schering 
Corporation monthly publication. 

The questionnaire which was sent to physicians over 
65 years of age, revealed that: 

(1) Eight out of every ten are still in active practice. 

(2) One out of every two sees more than 40 patients 
in an average week. 

(3) One out of every four treats patients of all ages; 
one out of every two sees chiefly patients between 40 
and 60. 

(4) One out of every four will handle all types of 
cases; three out of every four do not accept surgical 
cases. 

Over-all results of the poll showed that while many 
physicians restrict their activities after 65, general re- 
tirement at that age for the majority seems not only 
undesirable but impossible. 


Family Plan Catastrophic Insurance 
Benefits Now Increased to $10,000 


THE BENEFITS of the Academy-sponsored Family Plan 
for Catastrophic Hospital and Nurse Expense were 
doubled on January 1—now allowing payment of $10,- 
000 above the deductible $500. 

This sum will be paid through an accrual period of 
two years without premium increase. Along with this 
amendment has come an endorsement which makes 
common disasters, such as might involve a doctor and 
one or more members of his family in one accident, 
subject to only one $500 deduction. 

The Academy’s Committee on Insurance feels this 
announcement is of extreme importance. The Academy 
was the first national medical organization to sponsor 
major hospital and nurse expense insurance, and the 
committee points out that the program was inaug- 
urated on a premise which is unique in itself in that no 
underlying insurance is required and that no co-in- 
surince, making necessary the usual 20 or 25 per cent 
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contribution toward accumulating expenses, is required. 

An officer of the American Casualty Company, un- 
derwriters of the Family Plan, refers to the Academy’s 
catastrophe program as “the finest coverage which can 
now be afforded.”” Academy members not yet enrolled 
in the plan may get further information by writing to 
the Administrator, AAGP Group Plan, 3615 Olive 
Street, St. Louis 8, Mo. 


Judges To Name 1955 M & R Award 
Winners from 15 Member-Candidates 


FirrEEN Academy members are candidates for the 
AAGP’s 1955 M & R Awards. The awards of $1,000 
are presented annually to two Academy members for 
the most noteworthy scientific articles published in 
GP during the year. 

Dr. Herbert W. Salter, Cleveland, chairman of the 
Academy’s M & R Award Committee, will make the 
award presentations to the winners at the opening of 
the Tuesday, March 21, afternoon session of the Sci- 
entific Assembly in Washington. 

M & R Laboratories of Columbus, Ohio is the donor 
of these awards, now in their fifth year. The winners 
will be decided by three judges, all deans of leading 
medical schools in the country, who have been selected 
by the M & R Award Committee. Serving with Dr. 
Salter are Drs. Jason P. Sanders, Shreveport, La. and 
Elmer C. Dexter, Detroit. 

Though there are 15 authors there are only 14 con- 
tributions involved, since one article, ““The General 
Practitioner and the Community Health Program,” 
was authored by Dr. William J. F. Warthen, Dr. Mel- 
vin B. Davis and Dr. Charles F. O’Donnell. Dr. I. 
Phillips Frohman has the distinction of having two of 
his articles published during the year. 

The member-authors and their contributions which 
make them eligible for the awards are as follows: 
February—Frouman, I. Phillips: Treatment of Cervi- 

cal Erosion, p. 69. 

April—Nacter, J. Herbert: A Handy Small Splint, p. 

92. 

RirretMeyer, Louis F.: Thumb-Sucking, p. 66. 
May—Fiskio, Peter W.: Combined Steroids to Sup- 

press Lactation, p. 70. 

CHAMBERLAIN, Herbert D.: At Birth Diphtheria-Per- 

tussis-Tetanus Immunization, p. 73. 
July—Frouman, I. Phillips: Treatment of Traumatic 

Scalp Wounds, p. 79. 

WarTHEN, Wm. J. F., Davis, Melvin B. and O’Don- 

NELL, Charles F.: The General Practitioner and the 

Community Health Program, p. 90. 
August—Guytuer, J. Roy: The Challenge of Rural 

Practice, p. 82. 
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| September—Duer, Joe L.: Some Experiences of an 
Occasional Operator, p. 91. 
Tausenuaus, Leon J.: A Study of One Rural Prac- 
tice, 1955, p. 96. 
LEICHTENTRITT, Kurt: Prevention of Shoulder-Hand 
| Syndrome, p. 108. 
' October—Fusrep, Cecile L.: Vaginal Cytodiagnosis in 
' a General Practitioner’s Office, p. 109. 
| December—Matutn, Edwin: Liver Function Tests, p. 
62. 
SerreL, Edward: Chlorpromazine in the Treatment 
of Senile Agitation, p. 78. 


: Five Academy Members Appointed 
To Mississippi University Faculty 


| FivE WELL KNOWN family doctors in the Jackson, Mis- 
" sissippi area have been appointed to the faculty of the 
University of Mississippi School of Medicine, Jackson. 

The announcement was made by Dr. Louis F. Rittel- 
meyer, Jr., associate professor in charge of general 
practice at the school. Dr. Rittelmeyer, himself an 
AAGP member, names the quintet, all of whom are 
_ very active in the Academy. They are Drs. William E. 
_Lotterhos, Jackson; W. Moncure Dabney, Crystal 
Springs; Robert J. Moorhead, Yazoo City; John B. 
Howell, Canton; and Guy T. Vise, Meridian. 

Dr. Lotterhos is president of the Mississippi chapter 
and Drs. Dabney and Howell are past presidents. 

These physicians will assist Dr. Rittelmeyer in the 
organization of the general practice section of the 
school’s department of preventive medicine and will 
hold the rank of clinical instructors. 

Dr. Rittelmeyer expects to enlarge the staff before 
next fall when the section’s activities will increase 
considerably. 


Four AAGP Group Meetings Held 
During AMA Interim Session in Boston 


Four ACADEMY commissions and committees met dur- 
ing the AMA Boston interim session. 

R. G. VanBuskirk, secretary of the AMA’s Commit- 
tee on Legislation, met with members of the Academy’s 
Commission on Legislation and Public Policy. Mr. 
VanBuskirk and members of the commission discussed 
pending legislation and the AMA’s official policy. 
Commission Chairman Cyrus W. Anderson, Denver, 
Colo., pointed out that the Academy makes every 
effort to follow the AMA’s lead on legislative subjects 
that affect all physicians. 

Highlights of the meeting included discussion of 
such controversial legislation as HR 7225, the social 
security cash disability benefits bill currently sched- 
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uled for hearings in the Senate Finance Committee ; 
compulsory and voluntary social security for physi- 
cians and the requested re-examination of the entire 
social security program; the VA’s medical care pro- 
gram; the Bricker amendment and proposed further 
controls on narcotics, barbiturates and amphetamines. 

President-elect J. S. DeTar, Milan, Mich., Commis- 
sion on Hospitals Chairman Charles C. Cooper, St. 
Paul, Minn., and members of the Executive Committee 
met with the AMA Committee to Study the Joint Com- 
mission on Accreditation of Hospitals, headed by 
Academy member Wendell C. Stover, Boonville, Ind. 
The AMA committee plans to report to the House of 
Delegates at the June, 1956, meeting in Chicago. The 
Executive Committee also reviewed resolutions of in- 
terest to general practitioners which were scheduled 
for consideration during the Boston meeting. 

Members of the Finance Committee discussed the 
Academy’s 1956 budget and reviewed progress on the 
construction of the new headquarters building. The 
Committee on Scientific Assembly, under the chair- 
manship of Dr. Robert F. Purtell, initiated plans for 
the 1957 program. The tentative program outlines a 
refresher course in general medicine and surgery, fea- 
turing a geriatrics symposium, a dissection of the 
“neglected areas” in pediatrics, several sessions on 
obstetrics and three lectures on surgery. 


AAGP Gets Special Hawaiian Invitation—Mrs. Edith Bennett (/cft), 
executive secretary of Hawaii Medical Association, extends an in- 
vitation to Mr. Mac F. Cahal and Dr. J. R. Fowler for all members 
of the Academy to attend the HMA’s centennial celebration com- 
memorating the 100th anniversary of its founding. The invitation, 
extended in Boston during the AMA’s Ninth Clinical Meeting, was 
combined with an orchid lei presentation to President Fowler by 
Miss Ululani Baldwin from Honolulu. More than 2,000 doctors are 
expected to attend the centennial. April 22-29 in Honolulu. 
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FISSURED NIPPLE THERAPY 
The use of White's Vitamin A & D 
Ointment soothes and softens the 
fissured nipple, promotes ussue 
regeneration. 












NIPPLE ROUTINE 


—a valuable and simple 
prophylactic measure against drying, 
fissuring and erosion. 





AFTER EPISIOTOMIES 
As a post-surgical dressing, 
White's Vitamin A & D Ointment 
provides comfort for the patient and 
encourages rapid healing. 


Specify White's Vitamin A & D Ointment also in such 
conditions as burns, diaper rash, 
chafing, indolent ulcers. 
Recommend the 1% or 4 oz. tubes; the 


1 Ib. or 5 Ib. jars. 
Gem) 


WHITE LABORATORIES, INC. / KENILWORTH, NEW JERSEY 
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St. Joseph (Wisconsin) Hospital Letter 
Keeps Fee-Splitting Controversy Going 


Spuit FEES, Blue Shield benefits, medical ethics and the 
Columbus (audit) plan were aired again recently— 
this time, in the newspaper, The Milwaukee State 
Journal. 

The story originated out of a letter from St. Joseph 
(Milwaukee, Wis.) Hospital asking the American 
Academy of General Practice to define fee-splitting. 
The letter, the AAGP’s answer and an editorial ap- 
peared in the Wisconsin Family Physician, official pub- 
lication of the Wisconsin chapter, the State Journal 
reported. 

The hospital letter, written by its executive commit- 
tee of staff doctors, said: 

‘As in many progressive institutions, the staff phy- 
sicians of St. Joseph’s Hospital in Milwaukee desire to 
assure the public that fee-splitting does not occur in 
our hospital. In this endeavour, the executive commit- 
tee is considering the adoption of the so-called Colum- 
bus plan. 

(This plan refers to the signed agreement by the 
physicians to allow an audit of books, income tax re- 
turns and pertinent hospital records by a certified pub- 
lic accountant as a prerequisite for the obtainment of 
staff privileges.) 

“It is axiomatic, of course, that in order for the plan 
to function effectively, the auditor must be instructed 
exactly as to what constitutes fee splitting.” 

The letter also asked if the referring family doctor 
should get part of the surgical care fee for an operation 
if he does not assist at it, and should he be allowed to 
“scrub” and assist when adequate intern and resident 
help is available. 

The Academy’s reply, made by its Committee on 
Voluntary Prepaid Medical Care, said in part: 

“The question posed in your letter . . . involves one 
of the most basic problems confronting medicine today. 
That is the disparity between surgical fees which has 
created a climate likely to encourage unethical prac- 
tices.” 

Dr. Robert F. Purtell of Milwaukee, chairman of the 
AAGP Committee, said the committee did not con- 
sider it fee-splitting when family doctors receive part 
of the Surgical Care fee and that “it is presumptuous 
to believe that the presence of an intern or resident 
would supplant the family doctor at the time of 
surgery.” 

Under Surgical Care, the Blue Shield plan of the 
Medical Society of Milwaukee County, the emphasis re- 
mains on payment for surgical operations, rather than 
for medical care. 

The form letter which Surgical Care sends out to 
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the surgeon asks whether he had an assistant and how 
much of the fee should go to that assistant. 

The newspaper story said the hospital letter raises 
the question of whether the Surgical Care fee division 
system tempts family doctors to refer patients to sur- 
geons who pay higher assistant fees, rather than to 
surgeons who are best qualified. 

A Surgical Care spokesman reported that an assis- 
tant’s fee was paid in less than 1.75 per cent of the 
72,000 cases handled by the plan annually, which 
seems to indicate that if the problem exists, it is minor. 

The controversy goes beyond economics, the Jour- 
nal reported. Some hospitals in Milwaukee require 
that the surgical resident be the first assistant at an 
operation. Family doctors are not allowed to “scrub” 
for operations. 

As part of the answer to St. Joseph Hospital, the 
following is taken from an editorial that appeared in 
the Wisconsin Family Physician: 

“Nothing could reflect the unrest and_ hostility 
which pervades the medical staff of this hospital more 
clearly than the (hospital) executive committee letter. 
Its sham of altruism is a little hard to believe. 

**The executive committee deceives no one with its 
pharisaical queries about the fantastic Columbus plan 
and the methods of division of the surgical fee. . 

“If the hospital executive committee is at all real- 
istic and sincere about voluntary health insurance, 
they will repudiate the thesis that Blue Shield is a 
surgical pork barrel and support it as a social and 
economic program ... to protect the patient against 
the costs of illness while assuring the physicians a 
fair fee for their services.” 


Northeastern States Discuss Hospital 
Problems at Regional Meeting in Boston 


HospP!raL PROBLEMS in northeastern states were aired 
at a November 20 regional meeting of the Commission 
on Hospitals. Hospital committee chairmen from New 
York, Connecticut, New Jersey and Massachusetts 
were on hand for the session in Boston. Representa- 
tives from Rhode Island, Maine, New Hampshire and 
Vermont were unable to attend. 

Dr. Richard P. Bellaire, Saranac Lake, N. Y., as 
chairman of this regional group presided at the meet- 
ing. Dr. Richard B. Elgosin represented Connecticut, 
Dr. Harry Taff, New Jersey; Dr. Seymour Fisk, New 
York and Dr. Burton Elder, Massachusetts. 

Among the proposals presented at the meeting, was 
a suggestion to send a letter to the administrator and 
chief of the medical staff of each hospital starting a 
department -of general practice, congratulating them 
on their move and offering them the services of the 
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state and national hospital commissions in helping to 
resolve any problems which might arise. 

All of the representatives were urged to attend the 
forthcoming State Officers Conference. 

They asked that the Academy increase its efforts to 
keep young men just out of medical school from go- 
ing into the Armed Forces specialty services. They 
feel the Armed Forces is influencing young doctors in 
making their decisions. 

The Boston group made two other recommendations 
which have been passed on to the Commission on 
Hospitals. They feel the Academy should urge special- 
ty boards to require all men applying for resident 
training to have had three to five years in practice. 
Their second suggestion would be to make Academy 
membership requisite for membership in a general 
practice department. 


Medical News in Small Doses: 


Dr. Cyrus W. Anperson, Denver, Colo., a member of 
the Academy’s Executive Committee, has been nomi- 
nated for president-elect of the Association of Ameri- 
can Physicians and Surgeons. Election of AAPS offi- 
cers will be held during their April 5-7 assembly and 
delegates’ meeting in Columbus, Ohio ... National 
Medical Education Week will be observed April 23-30. 
Sponsoring organizations—the AMA, Association of 
American Medical Colleges, American Medical Edu- 
cation Foundation and National Fund for Medical 
Education—are lining up national programs for net- 
work radio and TV, magazines and news services . . . 
AAGP President-elect J. S. DeTar is author of an 
article, ‘Family Physician, Quo Vadis?”, which was 
written for the October issue of Current Medical Di- 
gest... Dr. U. R. Bryner, treasurer of the Academy, 
made one of his periodic visits to Headquarters Decem- 
ber 29-30 . . . Board of Trustees of Baylor Hospital, 
Dallas, Tex. recently appointed Academy member 
E. R. Cox to serve as chief of its new general practice 
section . . . Indiana chapter’s president-elect, Dr. Nor- 
man R. Booher, was recently re-elected chairman of 
the Indiana State Board of Public Welfare . . . Medi- 
cal advisory committee to the Social Security Admin- 
istration has urged the revision of the standard form 
which is filled in by physicians examining applicants 
for “freeze” benefits. Proper execution of medical re- 
port forms has been a big problem in administering 
the “disability freeze” provision in social security. 
Academy member Charles L. Farrell, president of Con- 
ference of Presidents and other officers of State Medi- 
cal Associations, is a member of the medical advisory 
committee. 
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lDelfen 


new... 


medically, 


DELFEN is the first contraceptive 
CREAM reported to be clinically 
effective when used alone. 


pharmaceutically, 


DELFEN is an oil-in-water emulsion— 
a cream. 


chemically, 


DELFEN Cream contains the highest 
concentration of the most potent, 
nontoxic spermicide ever discovered. 


Clinically, 

results to date show DELFEN Cream 
to be highly active, very esthetic 
and nonirritating. 
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SCIENTIFIC LECTURE PROGRAM 


EIGHTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 


MARCH 19-22, WASHINGTON, D. €. 











9:30-10:00 a.m. 





10:00-11 :004.m. 





1] 00-11 :304.m. 





11 :30-12:00 
NOON 





12:00—-1 :30 p.m. 


BEGINS 9:00 A.M. 


OPENING 

OF SCIENTIFIC 
AND TECHNICAL 
EXHIBITS 

9:00 a.m. 


OPENING OF PROGRAM 
WELCOMING SPEECHES 
1:00 p.m. 


Diagnosis of Fevers 


Ivan Bennett, M.D. 


Monday Tuesday Wednesday Thursday 
Hour March 19 March 20 March 21 March 22 
9:00-9:30 a.m. REGISTRATION Laboratory Aids in Urologic Management 


Obstructive Lesions 
in the Young Male 
Hugh J. Jewett, m.v. 











of Patients 
with Disabling 








Diseases 

Live Clini 
Therapy of External Urology in the ea en 
Ocular Diseases Elderly Female — 2 
Irwin H. Leopold, m.v. Lee Turlington, M.v. 
RECESS FOR EXHIBITS 
Primary Wound Visual Evidence of Thrombocytopenia— 
Repair Vulvovaginal Its Causes 
Neal Owens, M.d. Diseases and Treatment 

Joseph A. Hepp, M.v. William Harrington, 
(Vulvar Diseases) M.D. 





Tumors and 
Swellings of the Neck 
Grant E. Ward, .v. 





Newlin F. Paxson, M.v. 
(Vaginal Diseases) 
Francis T. Hodges, M.D. 

COMMENTATOR 





A Look at 
Tomorrow’s Medicine 


Francis C. Wood, m.v. 





NOON RECESS 





1:30-3:00 p.m. 


Disturbances 

and Distortions 

of Demeanor (Panel) 

George Raines, M.D., 
MODERATOR 

Mabel Ross, M.D. 

Robert H. Felix, m.v. 

Manfred S. 
Guttmacher, M.D. 





Diagnosis 

and Treatment 

of Curable Heart 

Disease (Live Clinic) 

W. Proctor Harvey, 
M.D., MODERATOR 

(With demonstration 
team from George- 
town University) 





OB Symposium 
1. Preparation 
for Pregnancy 
Robert H. Barter, M.v. 
2. Protecting 
the Pregnancy 
Paul A. Bowers, M.D. 
3. Preserving 
the Perineum 
D. Frank Kaltrider, M.v. 








3:00-4:00 p.m. RECESS FOR EXHIBITS 
4:00-4:30 P.M. Medicine Atherosclerosis— Intestinal Parasites 
and Religion Is It Reversible? Ryle A. Radke, m.v. 
Rev. Das Kelley Fred Stare, M.D. 
Barnett 





4:30-5:00 p.m. 


The Changing 
Pattern of Disease 
Leonard Scheele, M.v. 


Cardiac 
Emergencies 
Eugene Stead, M.v. 


Contributions of 

Veterinary Medicine 

to Human Medicine 

Henrik J. Stafseth, 
PH.D. 





EVENING 








STATE OFFICERS 
DINNER 





CONGRESS 
OF DELEGATES DINNER 





PRESIDENT’S 
RECEPTION 





NATIONAL INSTITUTES 
or Heattu Lectures 
AND TOURS START AT 
1:00 P.M. AND 

3:00 p.m. 
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Make Your Hotel 
Reservation .. . Now! 


Wuue tue city of Washington has a considerable number of 
excellent hotels, we suspect that first choice rooms will be at 
a premium long before next March. The combination of one of 
the best programs in Academy history, the geographic location, 
and the opportunity to combine Assembly attendance with a 
family trip to the nation’s capital, points inevitably to a new 
high in registration for the 1956 meeting. So you will be well 
advised to make your reservation well in advance. You do not 
have to send an advance deposit check. But it is important to 


fill out and mail the form. 


Map of 
Downtown Washington S 
Showing Key ~ 
Convention Locations “en | 
: 1. Ambassador 


5. Hamilton (Manger) 


REMEMBER: 


> Room assignments will be made in order 
received. 

> Reservation requests should be sent to the 
AAGP Housing Bureau, Washington, D.C. 

> Only a few rooms available at the Hotel Statler 
in addition to those set aside for delegates and 
speakers. 

> State officers and delegates must make their 
own reservations. 


> Be sure to list definite arrival and departure 
time; names of all occupants of room. 


> Academy Headquarters will be at Armory. 


> All registration (except delegates) at Armory 
10:00 A.M. to 5:00 P.M., Sunday, March 18, 
and beginning at 9:00 A.M. on Monday. 
Scientific sessions end at noon, March 22. 
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‘Meetings & Exhibits 
yin Armory 
19th & E. Capitol Sts. 
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9. Roger Smith 
10. Sheraton Carlton 


2. Annapolis (Manger) 
3. Blackstone 
4. Burlington 


6. Lee House 
7. Mayflower 
8. Raleigh 


11. Sheraton Park 
12. Statler 


USE THIS CONVENIENT HOTEL RESERVATION FORM B@ 





is. 














BIGHTH ANNUAL SCIENTIFIC ASSEMBLY 
‘AMERICAN ACADEMY OF GENERAL PRACTICE 
WASHINGTON, D.C. 


Application 
for Housing 
Accommodations aie: eee 


MARCH 19-22, 1956 


AMBASSADOR $5.00- 9.00 $ 7.50-10.50 $ 8.50-12.00 $12.00-17.00 
i ; 14th and K Sts., N.W. 
FoR YOUR CONVENIENCE in making hotel reserva- MANGER-ANNAPOUS 5.50- 8.50 8.50-11.50 9.00-12.00 
. ™ | ° . A . H St., N.W. 
tions for the coming ———s of the er BLACKSTONE 4.50- 7.50  6.50-11.00 7.50-12.00 
Academy of General Practice on March 19-22, in 1016 17th St., N.W. 
‘ ° ° BURLINGTON 4.75- 8.50 8.50-12.00 9.50-12.00 
Washington, hotels and their rates are at the 1120 Vermont Ave., N.W. 
right. Use the form at the bottom of this page, Sate ae. —o oe oe 
indicating your first, second and third choice. LEE HOUSE 5.00-11.50 — 8.00-13.00 10.50-15.00 — 20.00-34.00 
¢ fener : 15th and L Sts., N.W. 
Because of the limited number of single rooms MAYFLOWER 7.00-18.00  13.00-19.00 13.50-21.00  23.00-36.00 
eer . i teed % he " f Connecticut Ave., N.W. 
available, you will stand a much better chance o RALEION 6.00-10.00 9.00-15.00 10.00-16.00 
securing accommodations of your choice if your Tah and Pe. Ave, 0008. 
' ROGER SMITH 5.00- 9.00 8.00-12.00 9.00-12.00 
request calls for rooms to be occupied by two or 18th and Pa. Ave., N.W. 
: SHERATON CARLTON 8.00-14.00 15.00-18.00 15.00-18.00 
more persons. All reservations must be cleared 16th and K Sts., N.W. 
_ ‘ SHERATON PARK 7.00-10.00 10.50-15.50 11.00-16.00 15.00-40.00 
through the housing bureau. All requests for 3s00 Weedioy Reed, LW. 
reservations must give definite date and hour of STATLER 7.00-17.00  10.00-14.50 11.00-19.50  31.00-37.00 
, . : 16th and K Sts., N.W. 
arrival as well as definite date and approximate WASHINGTON 7.00-10.50 11.50-15.00 11.50-15.00 
hour of departure; also names and addresses of 0m and Fe, Aus., Se. 
: WILLARD 7.00-11.00  10.00-15.00 11.50-18.00  21.00-34.00 
all persons who will occupy rooms requested 14th and Pa. Ave., N.W. 
m *The above quoted rates are existing rates but are, of course, subject to any change 
MUST be included. which may be made in the future. 


p> ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 15, 1956 


AAGP Housing Bureau 
1616 K Street, N. W. 
Washington 6, D. C. 


Please reserve the following accommodations for the Eighth Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in Washington, 
D. C., on March 19-22, 1956. 


Single Room Rc deerse BE te SRO on Double Bedded Room... me eee es Twin Bedded Room 
2 Room Suite... ........ ae ee 3 Room Suite : Other Type of Room 
First Choice Hotel... Second Choice Hotel ...... Third Choice Hotel 
ARRIVING AT HOTEL (date)... ae = WN asa cecal ......P.M, Leaving (date) 


a SEES _...P.M. Hotel reservations will be held until 6:00 P.M. unless otherwise notified. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded 
room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


(Individual Requesting Reservations—Please print or type) 


Nome z ; If the hotels of your choice are unable to accept your reservation, 

the Housing Bureau will make as good a reservation as possible 
Company elsewhere providing that all hotel rooms available have not al- 
teats ready been taken. 


I COR inissinnsicesiicarionnciians hahaa nihcleicecinemneeesniene You will receive confirmation directly from the hotel. 167 








B t Introducti The banquet room of Hotel Statler in Hart- 
fed, Connecticut was filled to capacity during the chapter’s fifth 
annual scientific meeting. Dr. Peter J. Scafarello, chapter secretary, 
is shown at the podium as he was about to introduce Dr. John 
R. Fowler (on his right), Academy president and a special guest, 
and Mr. Leonard Read (on his left) of New York who was the 
banquet speaker. 


Clinic Day Banquet Personalities—Distinguished guests who spoke 
at the Washington chapter’s seventh annual clinic day banquet are 
Dr. D. Wilson McKinlay (left to right), AAGP Board member; 
Dr. L. H. Appleby, vice president of the International College of 
Surgeons; Dr. Errol Rawson, chapter president; and Jim Bremner, 
president of the graduating class of 1956 of Washington University 


Medical School, which was honored at the banquet. 


Nevada Speakers— Scientific speakers at the Nevada chapter meeting 
in December were Dr. Bernard J. Hanley (left to right), Academy 
Member Francis T. Hodges, and Dr. C. H. Hardin Branch. 


Leaders in the Palmetto State—Board members and commission 
and committee members are shown at a post-annual meeting of the 
South Carolina chapter. They are (left to right, standing) Drs. 
1. R. Wilson, Jr., J. H. Cutchins, R. E. Gregory, R. W. LaRoche, T. G. 
Goldsmith, J. E. Hair, K. D. Shealy, H. M. Eargle, J. H. Guess, H. E. 
Jervey, J. S. Garrison, W. W. King, and W. H. Speissegger. Shown 
seated are Drs. G. P. Richards, vice president (left to right), G. W. 
Price, W. T. Hendris, C.N. Wyatt, president-elect; H.W. Mead, president; 
and H. M. Whitworth, secretary-treasurer. 
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News from the State Chapters 


A REGISTRATION of 487 for the recent annual Con- 
necticut chapter scientific session broke all records 
for Nutmeg State medical meetings. The moderators 
for the one-day Hartford meeting were Drs. William 
Lahey and John C. Leonard, both of whom are hos- 
pital medical education directors in Hartford. Panel 
discussion periods closed each scientific session. 

Included in the guest speaker list were Dr. Ovid O. 
Meyer, professor of medicine at the University of Wis- 
consin in Madison, who was on the scientific program, 
and Academy President John R. Fowler, of Barre, 
Mass., a dinner speaker (see cut). 

Dr. Peter J. Scafarello, chapter secretary, was chair- 
man of the luncheon held for doctors and their wives. 
The banquet speaker was Leonard E. Read of the 
Foundation for Economic Education, New York. The 
meeting closed with a cocktail reception. Special en- 
tertainment for ladies featured a fashion show and tea. 

Newly elected officers are Dr. Jacques Van B. Voris 
of Darien, president; Dr. Richard B. Elgosin of Ham- 
den, president-elect; and Dr. Peter J. Scafarello of 
Hartford was re-elected secretary-treasurer. 

A new chapter bulletin is being published by the 
Connecticut chapter. The committee in charge of this 
publication is headed by Dr. Daniel N. Markley of 
Hartford who will serve as editor. 
>» A combined session of the annual meeting of the 
Alabama chapter and its 12th postgraduate seminar 
was held January 19-20 in Birmingham. Scientific 
addresses included such topics as kidney diseases, 
cerebral palsy, chest diseases, medical education and 
acute polio. On the nonscientific side was the election 
of officers and the annual banquet for which Academy 
President-elect J. S. DeTar of Milan, Michigan was 
the guest speaker. 
> Registration exceeded all expectations at the annual 
meeting of the Nevada chapter held December 2 in 
Las Vegas. Forty-one physicians registered from 
Nevada, 10 from California, 5 from Utah, 2 from Ariz- 
ona and 1 from New York. Guest speakers included 
Dr. Bernard J. Hanley, clinical professor of obstetrics 
and gynecology at the University of Southern Califor- 
nia, Los Angeles; Dr. Francis T. Hodges of San Fran- 
cisco, past president of the California chapter; and 
Dr. C. H. Hardin Branch, professor of psychiatry at 
the University of Utah College of Medicine, Salt Lake 
City (see cut.) 

Dr. Hodges gave an address during the business 
meeting, on “Why the General Practitioner Needs the 
American Academy of General Practice.” Dr. Harold 
L. Miller of Henderson was named president, Dr. B. A. 
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Winne of Schurz, vice president and Dr. Dennis Cun- 
ningham of Las Vegas, secretary-treasurer. Dr. Branch 
gave the banquet address. 

> The eighth annual meeting of the Spokane (Wash- 
ington) chapter, held Saturday, December 3, featured 
as its guest speaker Dr. Laurence S. Fallis, surgeon-in- 
chief in the department of surgery at the Henry Ford 
Hospital in Detroit. The welcoming address was 
presented by Chapter President Fred C. Harvey. Other 
guest speakers were Drs. Richard C. Miller, G. Fletcher 
Luger, Gordon A. Windle, Edward N. Hamacher, A. 
Bruce Baker, John W. Epton and Arnold L. Lehmann. 
The meeting closed with cocktails and a banquet. 

See photo taken at the seventh annual clinic day 
banquet sponsored by the Washington chapter for 
members of the graduating class of the University of 
Washington Medical School. 
> A focal point of the business session of the fourth 
annual scientific meeting of the Delaware chapter was 
action on the proposed changes in the chapter con- 
stitution. The meeting, held at Kent Manor Inn, south 
of Wilmington, was made up of the business session 
on December 9, including election of officers, and the 
scientific session the following day. Retiring Chapter 
President Martin B. Pennington gave the welcoming 
address which preceded scientific addresses by the 
following guest speakers: Drs. Shepard Shapiro and 
Paul R. Klein of New York; C. M. Gruber, Jr., and 
B. L. Martz of Indianapolis; William Likoff of Phila- 
delphia; and Academy Member William D. Snively of 
Evansville, Ind. 

Academy President John R. Fowler highlighted the 
social events at the Brandywine Country Club with an 
address at the dinner which preceded an evening of 
dancing. The ladies were entertained with an afternoon 
card party and a Mask and Wig Show matinee. 
> At the recent seventh annual scientific meeting of 
the South Carolina chapter in Columbia, Dr. John R. 
Fowler, Academy president, was banquet speaker. Drs. 
O. B. Mayer, president of the South Carolina Medical 
Association and Donald Russell, president of the Uni- 
versity of South Carolina gave luncheon talks. 

New officers are: president, Dr. H. W. Mead of 
Pendleton; president-elect, Dr. C. N. Wyatt of Green- 
ville ; vice president, Dr. G. P. Richards of Charleston ; 
and secretary-treasurer, Dr. H. M. Whitworth of 
Greenville. 

Among the scientific speakers were Drs. William A. 
Lange of Detroit, John A. Prior of Columbus, Ohio, 
Edgar Boling of Atlanta and Robert C. Major of 
Augusta, Ga. Participating in a panel discussion on 
The Premature Problem, moderated by Dr. John 
Cuttino, dean of the Medical College of South Carolina, 
were Drs. L. L. Hester, Jr., an obstetrician; M. W. 
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_ In 30 minutes— 


° ° antibacterial 


° gs action begins 


In 24 hours— 

turbid urine 

usually clear 

«|. at appears that Furadantin is 


one of the most effective single agents 
available at this time.’’* 


Furadantin 


BRAND OF NITROFURANTOIN 


@ specific affinity for the urinary tract produces high 





IN antibacterial concentrations in urine in minutes— 
URINARY continuing for hours 
e hundreds of thousands of patients treated safely 
TRACT and effectively 


INFE CTIONS @ rapidly effective against a wide range of gram- 
positive and gram-negative bacteria, including 
many strains of Proteus and Pseudomonas species 
and organisms resistant to other’ agents 

e@ excellent tolerance—nontoxic to kidneys, liver 
and blood-forming organs 
@ no cases of monilial superinfection ever reported 


SUPPLIED: Tablets, 50 and 100 mg. in bottles of 25 and 100, 
Oral Suspension, 5 mg. per cc. bottle of 118 cc. 


*Breskey, R. §.; Holt, S. H., and Siegel, D. 
BATON LABORATORIES, Norwich, N.Y. NITROFURANS * 22% clase of antimicrone 
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Beach, a pediatrician; John M. Brown, an anesthesi- 
ologist; and a nurse, Miss Mary Jo Brown, all faculty 
members of the college. Drs. Prior and Major led a 
question and answer period on Chronic Lung Diseases. 
The ladies were invited to a program of planned en- 
tertainment. At a later date the chapter’s board of 
directors and commission and committee chairmen 
met (see cut). 

> More than 1,300 registrants attended the ninth 
annual fall postgraduate clinic of the Michigan chap- 
ter November 9 and 10. Chapter officers acclaimed it 
to be the best clinic they have had. In response to 
letters mailed out by Dr. Howard Robinson, the state 
Building Fund Chairman, building fund contributions 
rolled in to an amount exceeding $3,100. Distinguish- 
ed guests included Academy officers, Drs. John R. 
Fowler, president and J. S. DeTar, president-elect. 
New officers elected were Drs. Russell F. Fenton of 
Detroit, president; John W. Rice of Jackson, presi- 
dent-elect ; and E. Clarkson Long of Detroit, secretary- 
treasurer (see cut). 

Official organization of the Blue Water (Michigan) 
chapter was made October 20 when general practi- 
tioners from Huron, Sanilac, Macomb and St. Clair 
counties met at the Black River Country Club in Port 
Huron with state chapter officers. The charter was 
presented the new chapter by state chapter officers, 
Drs. Russell F. Fenton, president-elect; E. C. Long, 
secretary-treasurer; and F. P. Rhoades, educational 
committee chairman. New chapter officers are Drs. 
Walter H. Boughner of Algonac, president; Claude A. 
Ludwig of Port Huron, president-elect; and Phillip 
R. Turner of Harbor Beach, secretary-treasurer. 
> At a recent meeting of the Maine chapter Dr. 
Charles R. Geer of Portland was elected president. 
Other new officers are Drs. Thomas G. Harvey of Cari- 
bou, president-elect; Paul Marston of Kezar Falls, 
vice president; and Willard Boynton of Bethel, secre- 
tary-treasurer. 
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Presidents’ Table— Ata recent annual clinic of the Michigan chapter 
in Detroit, medical society leaders joined local, state and national 
Academy presidents as honored guests. Shown seated at the head 
table are Dr. Kenneth Johnson, (left to right), vice speaker of the 
house of delegates of the Michigan State Medical Society and a mem- 
ber of the board of directors of the Michigan chapter; Dr. Charles A. 
Sellers, editor of the chapter publication, THE BULLETIN ; Mrs. Sellers, 
Dr. John W. Rice, chapter president-elect; Dr. Luther Leader, presi- 
dent-elect of the Wayne County Medical Society; Mrs. Leader, Dr. 
W. S. Jones, president of the Michigan State Medical Society; Mrs. 
Rogers, Dr. Aaron Z. Rogers, president-elect of the Wayne County 
chapter; Mrs. Jarvis, Dr. James R. Jarvis, Ohio chapter president; 
Mrs. Toothaker, Dr. Kenneth Toothaker, Michigan chapter presi- 
dent; Mrs. DeTar, Dr. John $. DeTar, AAGP president-elect; Dr. F. P. 
Rhoades, Wayne County chapter president and general chairman 
of the clinic; Mrs. Rhoades, Dr. John R. Fowler, AAGP president; 
Mrs. Russell Fenton, Dr. Russell F. Fenton Michigan chapter presi- 
dent-elect; Mrs. Long, Dr. E. Clarkson Long, Michigan chapter sec- 
retary-treasurer; Mrs. Darling, Dr. Milton Darling, president of the 
Wayne County Medical Society; Mrs. Walls, Dr. Arch Walls, presi- 
dent-elect of the Michigan State Medical Society; Mrs. Edwin Fenton 
and Dr. Edwin Fenton, immediate past president of the Wayne 
County Medical Society. 


> Arrangements for the 1956 annual meeting of the 
Oregon chapter are being made now. Program Chair- 
man Bernard P. Harpole of Portland announces that 
the meeting will be held September 13, 14 and 15, in 
Portland. 

> Increasing membership of the Winois chapter has 
been a large factor in securing more headquarters 
space. The chapter offices have been doubled in floor 
space, yet remain on the same floor as before, just down 
the hall. The official address is 14 East Jackson Boule- 
vard, Chicago 4, Ill. 

> Election of officers was conducted at the business 
meeting of the Harris County (Texas) chapter held 
November 14. Dr. Charles A. Behrens was named to 
succeed outgoing president, Dr. W. Frank Cole. 
Others elected were Dr. Haden E. McKay, president- 
elect, Dr. Philip A. Belleggie, secretary and Dr. James 
Winston Morrison, treasurer. Dr. Lyman C. Blair, a 
GP contributor, was elected to the board of directors. 
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> Courses in neuro-psychiatry in general practice and 
minor surgical procedures are two of a series of four 
offered by the Southwestern Ohio Society of General 
Physicians (Ohio). The psychiatry course is being 
presented January 22 and the latter course will be 
given March 4 at the College of Medicine, a co-sponsor 
of the project. The first two courses were presented 
in October and November, 1955. 

> The initial issue of The Hawkey GP News was launch- 
ed recently as an exhibit of constant growth of the 
lowa chapier. GP wishes to congratulate Dr. Ralph 
Moe of Griswold, editor and business manager, and 
his staff on the new format. 

> The Indiana chapter is continuing its Road Show 
program in 1956 with four dates scheduled so far. The 
shows, which were so popular last year, are receiving 
equal enthusiasm this year. February includes three 
shows: Kokomo on the 8th, Evansville on the 16th, 
and Seymour on the 22nd. On April 6 a show will be 
given in Terre Haute. 





Potato Capital Officers—New officers elected at the recent annual 
meeting of the Idaho chapter are Dr. C. J. Klaaren, outgoing sec- 
retary-treasurer (left), Dr. Albert Truxal, the new secretary-treas- 
urer, Dr. F. Wayne Schow, president-elect, Dr. Murland F. Rigby, 
president and Dr. Edward N. Dunn, retiring president. 
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Notice of Proposed Amendments 


Notice has previously been given of the Eighth Annual 
Scientific Assembly of the American Academy of Gen- 
eral Practice to be held in the City of Washington, 
D. C., March 19 to 22, 1956, at the National Guard 
Armory. The Congress of Delegates will convene at the 
Statler Hotel in Washington at 2:00 p.m. on Saturday, 
Maxch 17, 1956. 

Tne following amendments to the Constitution and 
By-Laws have been proposed and submitted to the 
Committee on Constitution and By-Laws, which will 
present said proposed amendments with its recom- 
mendations for the consideration of the Congress of 
Delegates at the annual meeting: 


No. 1: To Amend Section 3 of Chapter VII of the 
By-Laws 
Proposed by the Board of Directors 


To ELIMINATE THE REQUIREMENT FOR SEVENTY-I wo 
Hours’ Notice or ExecutrvE COMMITTEE MEETINGS 


ResotveD, That Section 3 of Chapter VII of the By- 
laws shall be amended by striking from the second 
paragraph thereof the first, second, and third sentences 
at Lines 10 to 14 and inserting the last sentence of said 
paragraph at the close of the first paragraph of said 
section, making the said section then read as follows: 

“Sec. 3. There shall be an Executive Committee 
of four composed of the chairman of the Board of 
Directors, the treasurer and two members of the 
Board of Directors appointed annually by the Board 
of Directors at its first meeting. The Executive Com- 
mittee, by majority vote of its members, shall have 
full authority to act for and in behalf of the Board of 
Directors whenever the business of the Academy de- 
mands prompt action in the interim between meetings 
of the Board or when it is impracticable or impossible 
to convene the Board of Directors. 
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Official Call for the Annual Meeting 


**A report of its actions shall be given by the Execu- 
tive Committee to the Board of Directors at the first 
meeting of the Board following.” 


No. 2: To Amend Section 6 of Chapter III of the 
By-Laws 
Proposed by Dr. George L. Thorpe, Kansas 


To Regurre MemBERsHIP IN COMPONENT BRANCH 
CuHapters As A CONDITION TO MEMBERSHIP IN STATE 
CHAPTERS AND THE NATIONAL ACADEMY 


Wuereas, Section 6, Chapter III of the By-Laws of 
the American Academy of General Practice provide: 
for constituent state chapters to charter component 
branches in counties or districts within said states, 
and, with the approval of the Board of Directors of this 
Academy, such component branches may include a 
contiguous county or district of an adjacent state; and 

Wuereas, Membership in certain local component 
chapters is derived from members of adjacent state 
chapters, it becomes advisable, in the interests of local 
harmony, to clarify and make uniform the orderly han- 
dling of all applications for membership, and 

Wuereas, Membership in the American Academy of 
General Practice, and constituent state chapters, has 
been achieved and maintained by direct application, 
without the knowledge of local chapters, thereby creat- 
ing embarrassment and local disunity which could be 
avoided, if recommendations of the local group accom- 
panied applications to state and national authorities; 
now, therefore, be it 

Resotvep, That Section 6, Chapter III of the By- 
Laws be amended by inserting, after line 3 and before 
the last sentence of that section, beginning on line 4, 
the following: “Any member of this Academy prac- 
ticing in a county or district for which a component 
branch has been duly chartered, who does not become 
a member in good standing of such county or district 
chapter within one (1) year after date of said charter, 
shall have his name stricken from the roll of this 


173 












Academy. No candidate for membership practicing in 
a county or region where a component chapter is in 
existence may become a member of this Academy ex- 
cept on certification of the secretary of said chapter 
that the application is approved by the Board of 
Directors of the component chapter. Any member of 
this Academy who ceases to be a member of the com- 
ponent branch chapter in the locality wherein lie prac- 
tices shall, unless he be reinstated, cease to be a mem- 
ber of this Academy and his name shall be stricken 
from the roll of members.” 


No. 3: To Amend Section 2 and Section 3 of Chapter 
II of the By-Laws 
Proposed by the Ohio Chapter 


To Give CoMPoONENT BRANCHES OF STATE CHAPTERS 
OriIGINAL JurispicTion In Discrptinary ACTIONS 


Wuereas, The autonomy of the component chapter 
is desirable when consistent with the policy of the 
American Academy of General Practice, and 

Wuereas, There is no provision for the conduction 
[sic.] of component chapter action in regard to Ethics 
and Change of Status under the present By-Laws of 
the Constitution of the American Academy of General 
Practice, now, therefore, be it 

Resotvep, That the following resolution be intro- 
duced by the Ohio Chapter delegates at the next meet- 
ing of the Congress of Delegates of the American 
Academy of General Practice, as follows: 

(a) That Chapter II, Section 2, Line 10, of the By- 
Laws shall be amended by adding the words ‘‘com- 
ponent chapter, if any, or otherwise with the secretary 
of the,” following the words “‘of the” and preceding 
the word “‘constituent” to read, “such charges must 
be filed with the secretary of the component chapter, 
if any, or otherwise with the secretary of the constitu- 
ent state chapter to which the accused member be- 
longs, if any ; otherwise with the secretary of the Amer- 
ican Academy of General Practice.” 

(b) That Chapter II, Section 2, line 13, of the By- 
Laws shall be amended following the letters “tice” 
and preceding the word “At” which word to be changed 
o “at” by adding the following and to read, “In such 
cases where said charges are filed with the secretary of 
the component chapter, or with the secretary of the 
constituent chapter, the executive committee shall 
notify the accused of the charges preferred against 
him, in writing, within fifteen (15) days and also of the 
time set for the hearing. Said hearing shall be held 
before the executive committee or special committee 
appointed by them not less than fifteen (15) days nor 
more than six (6) months after serving the charges. 
The accused may be attended by counsel at hearing if 
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he so desires. The affirmative vote of a majority of the 
committee present and voting shall constitute the 
verdict. Said vote shall either exonerate, censure, 
suspend for a period not to exceed one (1) year, or 
expel the accused member. In such cases where said 
charges are filed direct with the secretary of the state 
chapter or with the secretary of the American Acad. 
emy of General Practice then at the first meeting of the 
Board of Directors of the constituent state chapter 
eas” 

(c) That Chapter II, Section 3, line 1, of the By- 
Laws shall be amended by deletion of the words 
“constituent state or regional” following the word “‘a” 
and add the words “component” following the word 
ta” to read, “Any member of a component chapter 
who has been censured, . . .” 

(d) That Chapter II, Section 3, line 4, of the By- 
Laws shall be amended by adding after the word 
**Directors” the words “of the constituent state chap- 
ter” to read “given by said chapter to the Board of 
Directors of the constituent state chapter of the Ameri- 
can Academy of General Practice.” 

(e) That Chapter II, Section 3, line 5, of the By- 
Laws shall be amended by adding after the word 
**Practice,” the words “to which the component chap- 
ter is affiliated,” to read “‘. . . Practice to which the 
component chapter is affiliated.” 

(f) That Chapter II, Section 3, line 11, of the By- 
Laws shall be amended by adding after the word “‘ex- 
pulsion” the following, “The decision of the Board 
may be appealed to the Board of Directors of the 
American Academy of General Practice. In cases of 
appeal from the constituent state chapter to the Ameri- 
can Academy of General Practice, the same principles 
of procedure outlined above shall be followed.” 

(g) That Chapter II, Section 3, line 11, of the By- 
Laws shall be amended by substituting the word “this” 
for the word “the” preceding the word “Board” to 
read, ‘The decision of this Board shall be final.” 





Note: I hereby certify that the above proposed amend- 
ments have all been submitted to the members of the 
American Academy of General Practice by official 
publication more than thirty days in advance of the 
forthcoming annual meeting, pursuant to Article IX 
of the Constitution. 

Other suggestions for revisions in the By-Laws have 
been referred to the Committee on Constitution and 
By-Laws for its consideration. These, however, have 
not been presented in the form of resolutions to be 
submitted to the Congress of Delegates for action at 
the March meeting. 

Signed: Mac F. Canat, Executive Secretary 
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